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FOREWORD 


It gives me pleasure to foreword this document, a compilation of experiences of 
health sector reform initiatives from Andhra Pradesh, Chhattisgarh, Goa, Haryana, 
Kerala, Nagaland, Tamil Nadu and West Bengal. Change is endemic and the health 
sector has witnessed a series of activities that have improvised the delivery system trying 
to keep pace with the growing expectations and demanding requirements. A new era is 
emerging with integrated networks and a closer relationship between the public and 
private sectors in taking the gigantic task of providing universal health care, accessible 
and affordable to all. 


This is a continuation of the efforts of the Ministry in documenting and 
disseminating information on health sector reforms from across the States. The first 
document in this series titled “Health Sector Reform in India: Experiences from Nine 
States” was published in 2004. 


I hope that the report will provide valuable insight to decision makers, programme 
managers and other stakeholders in health sector. 


Nawcn 
(NARESH DAYAL) 
Secretary to the Government of India 


K age U eel Ural, va aigd}/esa U gal HIV/AIDS : Prevention is better than cure 


Foreword 


The past decade has witnessed significant changes in the Indian healthcare system. These include reforms in the 
public sector, growth of the private sector, entry of the corporate sector, and the rise of new forms of voluntary 
actions. Since the early 1990’s, reform measures have been undertaken by the government, various development 
partners and other stakeholders. Both the Union and State governments have been involved in designing and 
implementing innovative intervetnions for improving the health care delivery system. 


The WHO has been one of the forefront partners in supporting countries in health sector reform process. It is 
important to closely collaborate and coordinate ongoing efforts, building on the strengths of various stakeholders 
and enhancing synergy among them. 


The Ministry of Health and Family Welfare (MOHFW) and the WHO Country Office for India initiated the 
process of documentation of reform initiatives across States in 2003. The first report ‘Health Sector Reforms in 
India: Initiatives from Nine States’ was released in August 2004. 


We are pleased to support this second document on state experience brought out by the MOHFW, GOI. 


We look forward to continued collaboration with the MOHFW, Government of India, in this critical area of health 
systems development. We hope that this documentation would facilitate a greater understanding of health sector 
reforms and related analysis. The report would contribute to identifying priorities and approaches that are likely to 
be more viable and appropriate for developing an efficient, sustainable and responsive health care system, which 
would concurrently serve the poor and vulnerable groups. 


Jb bE 


Dr.S.J.Habayeb 
WHO Representative to India 
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Preface 

nr tern Ey a et eel ids Born Wepre Shoei) yd ie colt ve le Se 
Reform initiatives in health sector have come into effect as a response of States and Centre to the changing 
needs and demands in the sector. The need to optimise resource allocation and utilisation has necessitated 
States to experiment several initiatives in the delivery of healthcare services. While experiences in reform 
initiatives are diverse and numerous, there is limited systemic documentation of various aspects of reform 
process. Documentation and dissemination of the reform initiatives undertaken by States helps identify the 
content, process, best practices and key stakeholders involved in designing and implementation of reform 
initiatives. A documentation of this kind apart from dissemination also helps in replicating some of these 
initiatives across some of the States. Further, evidence based information of this process will assist in 
recognising areas where gaps exist for purpose of policy making and programme planning. 


In this context, the Ministry of Health and Family Welfare with support from WHO India Office has 
undertaken review and documentation of health sector reform initiatives in India. The first document titled 
Health Sector Reform in India: Experiences from Nine States’ was brought out in 2004. The present document, 
second in the series of documentation of reform experiences contains initiatives from the States of Andhra 
Pradesh, Chhattisgarh, Goa, Haryana, Kerala, Nagaland, Tamil Nadu and West Bengal. 


The compilation of the document has been possible due to the collective effort of numerous individuals 
and organisations. We appreciate the time and effort they took to share their ideas, discuss their views and 
experiences. 


In the preparation of this document, support and contributions were received from various programme 
officials of the Departments of Health and Family Welfare from the aforementioned States. This document 
would not have been possible without their involvement and inputs. The documentation followed a three 
stage process- mailed questionnaire, visits to select states and workshops. Senior officials from the states 
shared their experiences in the three regional workshops on health sector reforms held at New Delhi, 
Hyderabad and Guwahati. Contributions of others who participated in these workshops organised to 
disseminate and share information and experiences in the area are acknowledged. 


The draft document was reviewed by the States who gave their suggestions to improve the document. We 
thank the Health Secretary and Director of Health Services of Andhra Pradesh, Chhattisgarh, Goa, Haryana, 
Kerala, Nagaland, Tamil Nadu and West Bengal. 


This work was possible due to the support received from Shri.Prasanna Hota, former Union Secretary Health and 
Family Welfare and Smt.S.Jalaja, Additonal Secretary-Health who expressed keen interest in this issue and extended 
full support wherever necessary. We gratefully acknowledge the support received from Dr.S.J.Habayeb, WHO 
Representative to India. Valuable technical support and feedback was received from Shri. Sunil Nandraj of WHO 
Country Office, India. Special thanks to Ms.Anagha Khot, WHO Country Office, India who has painstakingly 
reviewed and provided important inputs to the document. We acknowledge the efforts of Dr.A.Subhashini, WHO 
National Consultant (Health Sector Reforms) who has compiled the information received into this document. 


Lastly, we would like to state that while every attempt has been made to ensure that the information provided is 
accurate, it 1s possible that the document may not have captured the latest information as the response from states 
have been received at different points of time over the last one year. All errors and omissions are our responsibility. 


co 

Kory Yn, 
Ganga Murthy 
Economic Adviser 


March 2007 


CONTENTS 


List of Abbreviations 


Introduction and reform initiatives in India................. r) | 
Reform initiatives across States 

ANDHRA PRADESH 

(I) | Reorganisation and restructuring of existing government health care SYSLCML A Fal) tn koge eee ee eee ee 2 
(II) Health system organisation, delivery and management.................ccssssssssseseseseseeeees lO 
BPN A PaAPICHEES MMICINOGS 05... ds oS ss oo a Dae ae cde ke 19 
Peer EOMHATY TESOULCES.. 4.5.5 casd.cn sds osc whic wadek Se cacy bud nie» cod eee ee ee 20 
pee MnIUMICY INVOLVEMENE 2 .5.260.2. cou ec be 2ks ss valves [oleae canted ee eee Bee ee 21 
MPIC MIANILY OF CALC... 65 ccc s'c cocci hc Cai wdc nition vv gk elu ov Ok bad 0 cvs 21 
CHHATTISGARH 

(1) Reorganisation and restructuring of existing government health care. system. ,.: 4. .c.geieies cee eee pa 
mt = Slealth system organisation, delivery and management... ic .c.cscts tos ooninon se Nemeeee ee eet ateae ae ees 28 
RUE E (PE AUIIACEND FESOUU CES: «ip iedc vices. asderl se violh wine ole ga cicoerdl a eiecets jan Gidheoniebbiepeiu eine Miagetp RrUtis Or Renee AR ts ccc ene 
Sey COMMIIEIETLY. TN VONVEMICHE, . 5.c ioc seve a vlan sound te sie soma sev ee hanees nen ied n es dene Ue es) es Ones yeah eee eee 30 
me). Quality Of Care on. cc erred ee PIG) TTT retinal Pe NU DS OMEN Wo tee Utila eee oe 
GOA 

(I) Health system organisation, delivery and management............ccscccscececccencessecceeestensensensensenseets 39 
BEN). PARAS: THORS is cciccn2ssien i Se G ph vides tts to von nus sits ck nas SaTonen ARMM RON fan coer CNR ML 40 


HARYANA 


(I) Health system organisation, delivery and management.........--..--sseeceeeerer tere eseretee ete 47 
(IT). “Financing methods... :..c..sGyccsceccicecoteatstnemennet sees spre dnernsssassenerens oats ai atiecdce secs =e 7 7g, amma 5] 
CINE. Elnmiati PeSQUICES:. «0... rvinscaseretiaven-saegaenvectacdeea erates coseeds atspetearneetsnty Cary e ne? @r cs e7s 6: amma Pi 
(IV) Community involvement .................:eseeeeee EGON Ad Phy | Non pak die Ne dP ial A Vaciged a ce ae cae a mS 
KERALA 

(I) Reorganisation & restructuring of existing government health care system..........-.:sseeereees eres reee eee: 59 
(II) Health system organisation, delivery and manageMent................cseeeeeeeeeeseee nent eee entnenenenc ee eeseees 62 
PED Pime bs TENG) re CULOCS toca coh te ccc cats Sete Madeley ane veie os sapo hassel saree heeds Castle me «u/s ennoy 2-20 anenee ted eceememees 66 
CANO Wie TTA OSOUTCOS. «creche co. acid, vos Naess pes cele nt Wi epee Cite tec ot 66 
CAE COD GEST ETI ELLERY ES Se NADA te ae per gt aA A OL rR et ine ee PR riers pee Rey Ot 68 
NAGALAND 

(1) Reorganisation & restructuring of existing government health care system.................scesee ee eeeeeeee eens 74 
ie Heata-csystenr orcanisation, delivery:and management: , 7... ..05. 22. oes us foc «2 vot os gee ie ae 74 
MULE) EMEA ENA AT EEC SOUECES, «cai as secre ne SNCS MRE Be eee rah LAAT TEU Lak Pee Pa OT are ie hal Pear Ra eee 73 
Cie OMniimuinity ny OIVEMENE 20) Aca sags Se kad Oe RE lame Lee as Ne aes eine a a ee ee 75 
RAVE at OVE RT TTL AED VG a's 5 wie assent lla ege loess cash hace ince cai jant oto e De sanince Shp Since gost RHEE ee 
TAMIL NADU 

(I) Reorganisation and restructuring of existing government health care system...............0..cecececeeeeueeesees 84 
UD +Health'system organisation, delivery and management... 0... s<.¢is 0.01. 0s) <-ceeesecasess oe ee 9] 
(iy Chanses/in minancine methods) <s5igeceaacccls «Cer eet RRA we eee ene tie rnin: i 94 


Gia FAUNA LEROULCES weve: 0), Cucsglccnicaionnalg Mtr Oe vs be wv cue « baie Hoch cesta eoeat ee RE ee 
OV.) pe @omininmity “InVOlvement 4b. 6c. be Meets as oe ea ce oe a gee eee 96 


CV Dy CMH REIATL VES... 2 ee cocci uo dee eee ee one rOe ot ats aan aa Ree nL a at Oe 97 


WEST BENGAL 


(I) Reorganisation and restructuring of existing covemiinent Hedin Care SVStent..-...6-saueee. ta ohare 105 
ma) ~~ Health system organisation, delivery and management. .............-.-:-ceccscsececcaccnecscececceeverssesecenoes 106 
 AERCSHTY ST TUNCEILOES i cs othe cn cdc corn Soe ee Foon EER PRT eI ES RI eae Oe See 115 
Be gL PUPAL SOSOULCES 52 STEM se occa ck ee ON ee nh On eee rt) ee ee 117 
MPM OTULSIREY: CE CADE oo ooo os hig 5.0 wea 6a saan veo Canc Tote ee 119 
MM MNESBGNED 25.05, CSS Sev on sda Se dha do eB a a3 Gav cused Eade CRONE es EARS OE EE 120 


List of individuals who have contributed to the document........................ ccc cceec eee c ccc c cence ceeeeeeeees 124 


List of Abbreviations 


AFB Acid Fast Bacilli 

AMRI Advanced Medical Research Institute 

ANM Auxillary Nurse Midwife 

APFRHSP Andhra Pradesh First Referral Health Systems Project 
APHM&HIDC Andhra Pradesh Health, Medical & Housing Infrastructure Development Corporation 
APUSHCP Andhra Pradesh Urban Slum Health Care Project 
APVVP Andhra Pradesh Vaidya Vidhana Parishad 

AWW Angan Wadi Worker 

AYUSH Ayurveda, Yoga, Unani, Siddha and Homeopathy Systems of Medicine 
BEE Block Extension Educator 

BPHC Block Primary Health Centre 

BPL Below Poverty Line 

CMOH Chief Medical Officer of Health 

CMS Central Medical Stores 

CPC Central Purchase Committee 

DFID Department for International Development 

DH District Hospital 

DH&FW Department of Health and Family Welfare 

DH&FWS District Health &Family Welfare Society 

DHC District Health Committee 

DHCC District Health Coordination Committee 

DMHO District Medical & Health Officer 

EC European Commission 

EPC Empowered Programme Committee 

EPW Empowered Procurement Wing 

EQUIP Enhancing Quality of Primary Health Care 

FRU First Referral Unit 

GoWB Government of West Bengal 


Health Centre Managing Committee 

Hospital Development Committee 

Health Management Information System 

Health Supervisor 

Integrated Child Development Scheme 

Indian Institute of Health Management and Research 
Indian Institute of Management ) 
Integrated Management of Neonatal and Childhood Illnesses 
Junior Health Inspector 

Junior Public Health Nurse 

Janani Suraksha Yojana 

Kerala Health Management Information System 
Kerala State Institute of Health and Family Welfare 
Lady Health Inspector 

Lady Health Supervisor 

Modernizing Government Programme 

Mission Steering Group 

National AIDS Control Organisation 

National Blindness Control Programme 

Nation Family and Health Survey 
Non-Governmental Organisations 

Naga Hospital Committee 

National Institute of Health and Family Welfare 
National Rural Health Mission 

Primary Health Centre 

Programme Management Unit 

Public Private Partnership 

Population Research Centre 

Panchayati Raj Institution 


Private Sector Partner 


VHC 


Reproductive and Child Health 

Rural Hospital 

Rogi Kalyan Samiti 

Rural Medical Dispensary 

Rural Medial Officer 

Revised National Tuberculosis Control Programme 
Regional Resource Centre 

Sub Centre 

Sub —district hospital 

Service Delivery Project 

State General Hospital 

State Health &Family Welfare Society 
State Health Resource Centre 

State Health System Development Project 
Sector Investment Pro gramme 

Swasthya Kalyan Samiti 

Standard Operating Procedure 

Strategic Planning and Sector Reform Cell 
Traditional Birth Attendant 

Urban Health Centre 

Universal Immunisation Programme 
Village Education Committee 


Village Health Committee 


Health Sector Reforms Across 
Select States 


swodal souruoyiod 
AyTyjuow pur 
jenuvw STINH:SINH 
YUM ssnip  10j 
suajsAs JUSWIOSeUeU 
AJOWWOAUL =SuUTyUIT 
Byep JOAg] Arepuoses 
pue Azeuruid jo Suryury 


aourrnsse Ayipenb 
JO} SuIgIsAg UONL[Nsay 
poe uonrejpoisy 
xoput Ayyenb sd1AJas Jo 
uononponuy ‘sTeydsoy 
Areniay, pue Arepuoses 
ul IUIWIRISOIg 
soueinssy  Aqypend 
jo JUSWYSI]qeIs_ 


SOOIAJOS JUoed-uI 
SUIPIAOId SOHd puke SOHdg JO Sulusy)Zuens 


TIVONAE 
LSM 


AIDAT[IP IIAIOS HDY Ul 
S[IIS JUDDSoTOpe Jo uOnedionIeg 
'So7]UdD qns Jo UuOT}ONIsUOD 
ul uonedronied Aytunuuwo0dg 
‘SOHd IOJ 90}]1WWOD 
wey Ayunurwog Aroyedronseg 


SIOTAIOS IBD 
UIOGMON pure oLNA}sqC AouasiowY aatsuoyosduios; 
JO UOISIAOIg ‘SOHdg_ Ul sonevoyy uoneisdg 
jo UOlRANOY ‘owWweIsSOIg uolUeduIOD Yyig 


‘SOIAIOS HOY Jo Suruoysuans ‘OSWNL Yysnom) 
So[qeuunsuod 2 ssnp jo A[ddns sonsiso] Suraoidury 


as a 
saqeumnsuod pue ssnip jo Ajddns pure asn yeuones 

: vuefox reAeyoued JO} SONSISOT UI JUDWIAAOIdWT] ‘sIoUONNORId HSN AV HuYVIS 

eAyISeEMS :oUTUeIsOIg UTUeIT, jo Surtueansureyy ‘suiddew S75 ysnomp sOHd pure} -L.LLWHHO 
Sa.QUdO qns Jo UONRIO] aJeLIdodde pure SurusySsuens 


‘sanudd OQNOUWIAD Jo Juourysiqeisy 
HSddVad 
VUHUNV 


‘SaUID HOW JY-pZ Sk SOHd Jo Suluaysuans 


wiaysAs 
SuNIpne Yeap [eussyeyy 


SuUOnN YSU WWTeoy 
Ul JoWeYD susznig 


suonn}ysut 
oreo YyyRoy JO uoNesyTUNUTWIOD 


sjeyidsoy WOUWIUIAAO3 
uI IayWeYyD sudznig 
‘oeloig WyeoH [equL 


sjeuidsoy JUSWUIZAO03 
ur sdoys  [eorpow 
ao1id Ie} Surysijqeisa 
pure SOUIDIPOW 
o119ues Jo uondrIOsaId 
YSNOIY) JUIU}LII} JO JSOD 
J[qupsioyje JO UOISTAOIg 


OUIUURISOIg 
Japeay dnoin usui0y, 


oreo Jo Ayyenb 
JO} snrues doopurasor 
jo uoneusoy ‘Arepnur 
-10} SNIP 331g pue soury 
-opmIny juouNjesI], prep 
-URIS ‘SIT SnIp yenuss 
-Sq ‘oreo yyyeoy Areurtid 
jo Ayiyenb Suroueyuq 


svore 
jeini ul uowioM 
yueUsaId 0} SSDTAIOS 
ywodsuen osotjqnd 
201J JO UOISIAOIg 


suonnyisut yyyeay Jo 


‘OGIHWHdY Jo uonrwio, ‘soyddns Snip ur 
Sue DOUPULIO}IAg 


JUSWISAOICUTT ‘SWLIOU BdIAJOs SUTXIZ pue suONINSUT 
[eLajol JO SuruapYysuans ‘qAAdV JO uONeULIO, 


DUIDYIS JOQUNIOA, YITVOP USUIOM, 


sulajshg UOneULIOJUT | UOrIsIAOId pue AAVAT[IP IdIA.19S 
jUsWaseURY, Yeo | yyeoy ul AWTUNUIWOD SUTAJOAUT 


SaAeIIUT 13yI0 


WI9}SAS 918d YI[BIY JUIUIULIIAOS 
SUNSIXd JO SULINJON.AYSII puke UOTESTURS.100y 


YWOLOAS HLETVAH NI SNYOATA AO VAUV 


a1B9 Jo Aypeng) 


je1dsoy oyeaud 
® UL syeqIdsoy JUSWIUIDAO3 
WO} poliajol syuoned 
0} soipoey sisAyerpoursy 
JO UOISIAOIg SeyeYJoOy ur 
sytun Alpuney postueysout 
jo dn 8umjag ‘sa8aljoo 
[POIPePT 9OIY) UT SOOIA 
-I9S URIS [D Jo uoTstAoid 
Joy sisuyred ayeatid yIM 
SOINJUDA JUTOL {SadTAIas 
JOIP JO Jno SunoeNnuoDg 


sjeqidsoy jo 
sjuopusjutiodns 
Ww sasayjoo 
[eIlTpew 
jo sjedioutid 
01} siamod 
jerouuely pue 
JANVISTUTUIpR 
jo uonesajog 


aUd0 SULIO}IUOW speul anus. 
qns jeXeyourg Weig-soius9 
qns jo 3uLIMjonsoy ‘speydsoy 
JOJ dd01OJ YseL ‘sue[g uonoy 
VINSIG ‘eAeyouRrg wWriHn 
Aq siaju99 qns jo uorstAsodng 
[PAST YOOTG YW yw Wsiq 
‘9181$ 1 STVTWRS sejsjoaM 
Ajtue,y pue yyeoy{ poyessaquy 


AJOAT[AP ayes JO} DWIOYIs 
JOYONOA ‘gouvinsuy 
yeep ‘swojsXks Sunipne 
SUIPNOUI Wia}sAs JUDAS 
-ueu [eIouRUTy poAoidwiy 
‘jeyidsoy JUOUIUIOAOS Ul 
soruro Aed Jo yuourysiyqe} 
-SY {SQOIAJOS SNOLURA JOJ 
sosieyo Jasn Jo 3ulkaay] 


[PA9"] 9381S 2 MAHA 
JO MOIAOI [RUOTIEZIURSIO 


: AO Jojsuesy, [euoney 
‘oseqeyeq uoneulojuy 
jusWOSeuRY [ouUOSIOg 


ddd 405 Aotjog ‘s1apraoid 
aealid ysnom sOHdg/sleudsoy 
[einy Ul SOdIAJOS o1soUuseIp 
JO UOISIAOIg ‘SOON Aq unl sOHd 
/ SQHdg 3 SddIAJog sour;nquiy 


TIVONGA 
LSAM 


SOOTAJOS UOTEITURS 
pue 3uliaje9 ‘Ayuindas Jo SuNoRNUOD 
‘S9OTAIOS OLNA}SqO Jo uoOrTstAoid 
Io} sjstjetoads jo ul-sujoemuodg 
SSOOIAIOS = oIJa}Sqo)-=—_ Aoua8s0WIa 
JO UOTSTAOId IO} SddIAJOS DOURTNQUIL 
posveueul =OON  ‘sisipemsnput 
wody suOT]NgINUOS ysnoiyy 
SOHd pur sjeydsoy jo surusysuans 


[ouuosiod Jeorpouresed 
pue sosinu ‘s10}d0p SUTUIOJ 
-Jad 1soq 0) spreMmy ‘s10}90p 
jo juounutodde jenjornuoa 
‘SUI[ISUNOD YSNoIY) [aU 
-uosiod [eorpouresed pur yeo 
-IPOU! JO JoJsuBIT, {S10}D0p Jo 
Sunsod [ein JO} soaUsoUT 


sjuoned 
O1IeLI9S 0} spied Yeo 
‘sprem Ajytusiayeul Surkeg 


[eqidsoy esen 
0} Aulouojny 


juoutAo[dap-a1 Jomoduryy 


CNV TIVOVN 


Aya100g jusudoyaaaq [eydsoy 
uoneonps [POIpeUl| 29 gayjTUIWIOD JUaUIdOTaANq 
pue soorAsas areoylfeoy Jo ATOATAP | tedsop{‘sotpog yUOWUIIAOS sjendsoy 
ul UONedronsied 101098 aIVAIIg] Jas [eo] 0} suOMNIsUT|jUSUTUIOAOS UI saorAlos| WIVYAM 


yyyeoy JO [OIUOS JO JoJsueIp|IOJ sey Jasn Sulkaayq 
VNVAUVH 


309 


HaVvOs 
“LLLVHHO 


$1OJDOP JO IOIAIIS [eI 
-ni Alostndwiod ‘Aoyog Sut 
-UIRIT, 1S JO UONP]eNULIO, 
‘[ouuosiad yIeoYy Jo san 
-I[Iqisuodsay gof Surutjapoy 


ddd 10} y1omourely Aotjog ‘steyidsoy 
JUSWIUIZAOS UT s1oUjIed a3yeAtId 
Aq Sdd1Alas osouseIp Jo uoneiodo 
pue uoneyfeysuy ‘sioujzied ajearid 
Aq SddtAsos sourpnquie Jo uoneisdgQ 
‘ouoyos deyiA Jopun sisuonnoeid 
ayeatid Aq 100d uvqin 0} sadrAsos 
o1v9 yyeoy Areutid JO UOISTAOIg 


oped ystper1oeds 
Jo uoneaid pue SuLMjonys 
-o1 oIped ‘siouornovid 
WSI JO sulmeonsureyy 
‘syeis [eoipoweied 
pue si9o1jJo [eoIpow 
jo SsuluIeN uOoTONpUT 


suonnnsuy 
fey meAeyoueg 0} siajua0 qns 
Jo JoJsue1y ‘suoNNIsut yIesyY JO 
spray 0} siomod oanensturupe 
Jo uonesajaq ‘saneroos yyeoy 
[BoIOA JO uoTeUe3s[eUY 


suoneuop 
‘pIe-Ul-jueIs Ysnoly) 
SMS Aq saomnosal SUISTeY 
‘sday Jasn Jo uoTnUajay 


SSOOTAIOS 
yioddns [eiidsoy 
no SuNOeNUOD 


SoUUUPISOIg Yeo TeuoneN 
jo uoneyuousydurt ul SOON WIAA 


BUIdYOS WITePSIPa|A] POH 


SuLIoUIeg fouIaYyoS WIeoH [einy 


sueyd uonor JOLNsIp 
JO UONL[NWIO] puR soNa190s 
yyeosy JOMSIP JO UOTeULIO 


Aatjod surure.n/jjuouidojaaop 
ddINOSdI ueuny 


(aUIaYOS Sora 
-Iog Aroatjaq yeuonnnsuy}| HSAdVad 
jeuonnnsuy Jo quauraaaid} VYHONY 
-W]) aways vAryQryyNs 


waysX¢ wodsuely yyeoy 
Aousiowy [e.iny ‘SOON Aq sanueg 
yyeoH uegin jo Juowaseury 


sjetoyyo AsostAsodns 
Jo santiqisuodsai Jo 3urxty 


SID.INOSIY 
uvuinyy 


jo sunuesy 


WOLOUS HLTVAH NI SNYOKHA AO VaaV 


SUIDINOS JNO sdiys.0ujy.1eg 
/ sunoe.1U0D VALIG IGN uonesTeyuaIg | spoyjow supueuly 


Health Sector Reforms in India 


Health sector in India is continuously evolving to meet 
the needs and challenges posed at different times. A 
range of methods are being devised and experimented, 
especially by States, to optimise the available resources 
- human, infrastructure and financial. These have been 
necessitated to optimally utilise available resources for 
meeting the increasing health needs of the people. The 
initiatives of government are supported by different 
agencies including external development partners as well 


as private sector within the country. 


While the experiences in reform initiatives are numerous, 
there is insufficient, inadequate and limited systematic 
documentation of various aspects of reforms. 
Information on the processes and outputs of reforms 
provide evidence for policy making and planning. Such 
an overview and analysis of health sector reforms and 
related issues give an indication of the progress and 
problems in implementation of reforms in each state. 
This also identifies the process, content and best 
practices, key stakeholders involved in reform process 


and areas where gaps exist. 


Recognising the need for evidence based information 
about various initiatives undertaken as part of health 
sector reform processes, the Ministry of Health and 
Family Welfare with support from WHO Country 
Office for India has undertaken review and 


documentation of health sector reform initiatives in India. 


The first phase comprised documentation of initiatives 
from nine states. This was compiled into a document 


titled ‘Health Sector Reforms in India: Initiatives from 


INTRODUCTION 
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Nine States’ in August 2004. This document was widely 
disseminated and a need was felt to continue this activity 
further. The current second phase of documentation 
contains health sector reform experiences from eight 
States namely Andhra Pradesh, Chhattisgarh, Goa, 
Haryana, Kerala, Nagaland, Tamil Nadu and West 
Bengal. 


Methodology 


The present documentation is a result of information 
gathered from various sources. Firstly, as part of mailed 
survey a questionnaire was sent to Health Secretary of 
26 States/UTs to collect information on health sector 
reforms underway in the States/UTs. This was followed 
by experience sharing workshops conducted at regional 
level organised at New Delhi, Hyderabad and 
Guwahati. These workshops provided a platform to 
the policy makers and other stakeholders from States 
to exchange experiences and information on health 
system reform, and draw lessons and best practices. 
The workshops also provided means to document the 
content and process of health sector reform initiatives 
in the States. 


To further augment the information obtained through 
the mailed survey and State presentations in workshops, 
visits were undertaken to select states. During the visits 
to Andhra Pradesh, Tamil Nadu and Kerala, there was 
detailed discussions with officials from the Department 
of Health, Family Welfare, Medical Education and 
Public Health, officials of bi-lateral and multi-lateral 


agencies, NGOs and other stake holders in each State. 
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Secondary information and copies of government 


orders were also obtained wherever possible. 


Information gathered through these diverse sources- 
mailed questionnaire, State presentations in workshops, 
State visits, interviews with key informants and literature 
review has been compiled into this document. 
Thereafter this document has been sent to respective 


States for review. 


This document aimed at policy makers as well as all 
stakeholders contains information on genesis, content, 
process and outcome of reform initiatives in health 


sector in select states in India. 
Health Sector Reforms in India 


The beginning of reforms in health sector in India can 
be traced to early 1990s when the economic changes 
and stagnating public health scenario necessitated 
changes in health care delivery system. 


Slowly but surely, the organisation, structure and 
delivery of health care services are undergoing changes 
in response to the changing health needs of people. 


The launch of the National Rural Health Mission in April 
2005 paved the way for structural and functional 
changes in the existing health system both at the Centre 
and State level with an aim to improve the health status 
of the people. The Mission seeks to provide universal 
access to equitable, affordable and quality health care 
which is accountable and responsive to the needs of 
the people, reduction of child and maternal deaths as 
well as population stabilisation, gender and demographic 
balance. 
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While the Mission covers the entire country, it lays 
special focus on 18 identified states. These are the States 
that have weak public health indicators and/or health 
infrastructure. The high focus states are Arunachal 
Pradesh, Assam, Bihar, Chhattisgarh, Himachal 
Pradesh, Jharkhand, Jammu & Kashmir, Manipur, 
Mizoram, Meghalaya, Madhya Pradesh, Nagaland, 
Orissa, Rajasthan, Sikkim, Tripura, Uttaranchal and 
Uttar Pradesh. These high focus states are supported 
for having an Accredited Social Health Activist (ASHA) 
in all villages having population of 1000 and also having 
Project Management Support at State and District level. 
In addition, support is also being provided for having 


ASHA in tribal areas in other States. 


In terms of implementation, under the Mission, 
interventions are designed for making the public health 
delivery system fully functional and accountable to the 
community. These include human resources 
management, community involvement, decentralisation, 
rigorous monitoring & evaluation, convergence of health 
and related programmes from the village level upwards, 


innovations and flexible financing amongst others. 


Reforms envisaged under National Rural Health 
Mission are detailed below: 


Structural & Functional Reforms 


= Integration of Health and Family Welfare 
Departments at all levels; 


" Merger of various Societies at State and District 
level into an Integrated State /District Health 
Society; 
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Revitalisation of health system through better human 
resource development, clear quality standards, 
better community support and untied funds at 
various levels to enable local planning and action. 


Upgradation of infrastructure to the Indian Public 
Health Standards which define structural, 
personnel, equipment and management standards; 


Developing Human Resource Development 
Strategy; 


Strengthening of health facilities to make them fully 
functional; 


Establishment of management committees at all 
levels of health facilities, which would have 
representation of the local SHGS and NGOs, 
elected representatives of Panchayati Raj along 
with the MO of the facility. This Committee has 
been authorized to undertake local action for 
ensuring that the agreed service guarantees for the 
respective facility are fulfilled; 


Increased access to health care at household level 
through Accredited Social Health Activist (ASHA). 
ASHA is a trained community health worker and 
is envisaged to reinforce community action for 
universal immunisation, safe delivery, newborn care, 
prevention of water-borne and other communicable 
diseases, nutrition and sanitation; 


Mainstreaming Indian Systems of Medicine into 


public health system; 


Inter-sectoral convergence for promotive and 


preventive health care; 
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= Strengthening of service delivery by ensuring 
community ownership of the health facilities; 


= Strengthening of management capacity at State, 
district and block level by constitution of programme 
management units. 


Financial reforms/Resource related reforms 


= — Innovations for risk pooling mechanisms and social 
protection mechanisms to reduce the economic 
burden of disease on the poor; 


= Hospital care for pregnant women through Janani 
Suraksha Yojana; 


= Management of budget by Panchayati Raj 
Institutions & user groups; 


= Convergence within health department for better 
utilization of manpower and other resources; 


= Evolving and implementing various strategies for 
increasing and improving human resources in rural 
and under-served areas; 


= Improved logistic systems for supply of drugs and 
other consumables to be evolved at district levels; 


Governance related reforms 


= Involvement of Panchayati Raj Institutions in 
management of primary health programmes and 
infrastructure and institutionalisation of community 
led action for health; 


= Decentralised management at district level and 
district action plans based on integration and inter- 
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sectoral coordination; 


Formation of Village Health & Sanitation 
Committee, Block Health Mission, District Health 
Mission and State Health Mission to monitor the 


health programmes; 


Improved information systems for evidence based 
monitoring and plannirig; 


In the context of growing presence of non- 
governmental providers in health sector, NRHM 


envisages greater participation of private sector to meet 
public health goals. The existing models of partnerships 
like contracting in, contracting out of services, provision 
of reproductive and child health services and 


arrangements for availability of diagnostic services are 
encouraged and NRHM seeks partnerships with this 


sector for the following 


enhancing health care delivery especially in remote 
under-served areas; 


full utilisation of existing infrastructure in both private 
and public sector; 


fulfillment of human resource shortage through 
partnership so as to allow service delivery 
guarantees from public health system; 


developing accountability system at block, district 
and state level through representation of NGOs in 
monitoring committees; 


working with PRIs for decentralised participation 
under the umbrella of Panchayati Raj framework. 
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With these aims, it is proposed to support the NGOs 
through funding (grant-in aids) and also support co- 
opting of NGOs in Block and District teams. 


While extending full support to partnerships with private 
sector for better health care delivery, NRHM has 
brought forth the need to address issues of 
standardisation, dissemination of standard treatment 
protocols, accreditation of hospitals, agreements on 
costs of health services and improved regulation. 
NRHM seeks to provide platform for wider discussion, 
consensus and dissemination of information on these 


issues. 


Reform initiatives underway in NRHM' 
(1) Institutional mechanisms 


At the National level, Mission Steering Group (MSG) 
and Empowered Programme Committee (EPC) have 
been set up under the chairmanship of Union Minister 
for Health and Family Welfare and Secretary (Health 
and Family Welfare) respectively. The EPC implements 
the Mission activities under the overall guidance of 
MSG.. 


At State level, State Health Missions and State Health 
and Family Welfare Society have been put in place. 
The State Health Mission is headed by Chief Minister. 
State Health and Family Welfare Society carries out 
the functions under the guidance of the Mission. With 
the formation of this Society, all other existing societies 
in health and family welfare sector have been dissolved 
and merged. 


For effective implementation of this flagship programme, 


' MOHFW, Gol (2006); Progress under National Rural Health 
Mission: Status as on 21st June 2006. 
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Memorandum of Understanding has been signed 
between the States/UTs and the Centre. The MoU 
spells out the reform commitment of the States in terms 
of their enhanced public spending on health, full staffing 
of management structures, steps for decentralisation 
and promotion of district level planning. 


(ID) Accredited Social Health Activist (ASHA) 


Improvement in health access especially in rural area is 
envisaged by creating a cadre of hamlet based 
community health workers called Accredited Social 
Health Activist (ASHA). They are selected jointly by 
the community and PRI. It is envisaged to train them to 
act as link between the community and ANM. It has 
been proposed to have in place about 4 lakh ASHAs 
during the Mission period. As on 1** December 2006, 
about 3 lakh ASHAs have been selected in high focus 
states. 


Training modules have been developed for their training 
and calendar of training is being prepared in the States. 
Further, over one lakh selected ASHAs have been 
trained in the first module of training. ASHA has been 
equipped with drug kit containing essential basic drugs 
for disbursement during her home visits. 


(III) Strengthening of infrastructure under NRHM 


(i) Strengthening of public health infrastructure is another 
major component of the Mission. A shortage of about 


21,000 sub centres and 4,000 PHCs in the country | 


has been estimated as against the requirements based 
on Census 2001. Construction of buildings for sub 
centres and PHCs is being taken up as a Mission 


activity. 


(ii) An untied support of Rs.10,000 per annum is given 
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to the sub centres towards local planning and 
management. This fund is operated jointly by the ANM 
and village sarpanch. Decisions on activities for which 
the funds are to be spent are required to be approved 
by the Village Health Committee (VHC). Suggested 


_ areas for utilisation of these funds include minor 


modifications to sub centre, ad-hoc payments for 
cleaning up sub centre, transport of emergency cases 
to referral centres, transport of samples during 
epidemics, purchase of consumables, purchase of 
bleaching powder and disinfectants for use in common 
areas in the village, labour & supplies for environmental 
sanitation and payment/reward to ASHA for certain 
identified activities. The untied funds are not to be utilised 
for any salaries, vehicle purchase and recurring 
expenditure or to meet the expenses of the Gram 
Panchayat. Further, untied grants of Rs.25000 and Rs. 
50000 have been allocated to every PHC and CHC 
respectively. These resources are meant to be utilised 
for any local health activity for which there is a demand. 


(iii) Facility survey of all health institutions (sub centres, 
PHCs, CHCs & district hospitals) has been undertaken 
in States. The survey lists the services & interventions 
available in health institutions. The facility survey; when 
conducted on a regular basis, is intended to be a tool 
for measurement of performance and give an indication 
of the benefits of interventions. The first facility survey 
is the base line for the Mission against which outcomes 
are to be measured. 


(iv) Ina move to bring in greater accountability and 
improve the quality of services in CHCs, standards 
for services, equipment, personnel and management 
have been fixed. These Indian Public Health Standards 
(IPHS) for CHCs were formulated by a task group in 
consultation with experts and State representatives. The 
IPHS are meant to serve as bench marks for 


ee 
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infrastructure and services at each level of health care. states, the benefits under scheme is provided to pregnant 
Funds have been released for the up gradation of women above 19 years of age belonging to BPL and 
identified CHCs to IPHS. Further, similar standards all pregnant women belonging to SC & ST families. 
have been formulated for sub centres and PHCs also’. 

About 2000 CHCs have been selected for upgradation (IV) Convergence, Decentralisation and District 


to IPHS. Action Plans 
(v) To oversee the management of PHC/CHC/district An inter-sectoral convergence committee has been set 
and sub-district hospitals, Hospital Development up with the Mission Director in chair. Convergence 1s 


Committees called Rogi Kalyan Samitis (RKS) have sought with ICDS, Drinking Water & Sanitation 
been formed within the overall Panchayati Raj departments, AYUSH and NACO. Convergence 1S 


framework. The Samitis are entitled to retain user fees, also envisaged at the level of the Mission Steering 
develop annual plans to meet IPH Standards, recruit | -~Group which has representation of all the concerned 
staff on contractual basis as per local needs among Ministries. Similar mechanisms are also followed at 


others. About 8000 Rogi Kalyan Samitis in District State level. Convergence with Department of Women 
hospitals, CHCs and PHCs have been registered as and Child Development and with AYUSH has been 


societies’. outlined and shared with States’. 

(II) Janani Suraksha Yojana (JSY) The management of health programmes and health 
facilities has been decentralised. Village Health and 

This scheme has been launched in April 2005 with the Sanitation Committee is responsible for preparation and 

dual objectives of reducing maternal and infant mortality. implementation of village health plans. Similarly Block 

It envisages achieving these objectives by promoting Health Missions and District Health Missions are 

institutional delivery and making available quality responsible for charting out block and district action 


maternal care during pregnancy, delivery and immediate plans by consolidating the village and block health plans 

post delivery period along with appropriate referral and respecttively. Draft guidelines for the preparation of 

transport assistance, in BPL groups, with special focus District Health Action Plans have been formulated. It is 

on low performing states. recognised that village level planning requires extensive 
capacity building. Hence, in the initial years of the 

States like Assam, Bihar, Chhattisgarh, Jharkhand, Mission, it has been proposed to make the block level 

Jammu & Kashmir, Madhya Pradesh, Uttar Pradesh plan as basis for district plans?. 

and Uttaranchal have been classified as low performing : 

states and cash assistance under JSY is given to all (V) Human resource development 

pregnant women including those belonging to SC & 

ST families. In all other states called high performing (1) Contractual appointments of ANMs and doctors 


* http://www.mohfw.nic.in/national rural health mission.htm last 
accessed on October 29" 2006 


> MOHFW, Gol (2006), Progress under National Rural Health 4° MOHFW, Gol (2006) “National Rural Health Mission Framework 
eS Mission: Status as on 1 December 2006. for Implementation 2005-2012”. 
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It has been found that the one ANM at the sub centre 
is not adequate to cater to maternal and child health 
needs of the people. Hence, the Government of India 
has decided to support one additional ANM in the sub 
centres. These additional ANMS are to be appointed 
on contractual basis from the block cadre and placed 
under the control of the District Health Mission. A 
restriction on her transfer before completion of ten years 
of service at a sub centre has been placed. 


The vacant posts of medical officers in PHCs are also 
being filled up by doctors appointed on contract basis. 
Further, AYUSH practitioners are being collocated in 
about 3500 PHCs°. 


In order to ensure round the clock services in PHCs, it 
has been proposed to increase the strength of staff 
nurses from one to three. About 2500 PHCs have three 
staff nurses in position. The additional staff nurses are 
being appointed on contract basis. Further, about 4000 
PHCs have been made functional on 24-hour basis 
under NRHM’. 


(ii) Programme Management Units (PMUs) 
To support implementation of NRHM, programme 


management units have been set up at state and district 
level. The units comprise chartered accountants, 


financial managers and Management Information 
Systems (MIS) specialists among others. As on 1* 
December 2006, PMUs have been set up in about 
390 districts and 570 blocks. 


An Empowered Procurement Wing (EPW) has been 


“? MOHFW, Gol (2006), “Progress under National Rural Health 
Mission: Status as on 1* December 2006”. 
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set up in the Ministry to streamline the procurement of 
drugs and other consumables. This wing, which acts as 
nodal agency, has been set up with the assistance of 
World Bank and DFID. This is an interim measure till 
Capacities are built in states to undertake large scale 
procurement and establish supply system. The EPW is 
engaged in supporting the states in procuring rate 
contract for drugs, quality testing, capacity building for 
interested states for setting up State Procurement 
Systems and Distribution Network for improved 
supplies and distribution. Public sector agencies like 
Hindustan Latex Limited & Hospital Services 
Consultancy Corporation are involved with EPW in 
these activities. HLL is fully involved in supply of drugs 
to Empowered Action Group and North-eastern states. 
The ultimate aim is to establish a decentralised 
procurement system at district level. 


(VI) Monitoring systems 


National Rural Health Mission envisages an 
accountability framework through a three pronged 
process of community based monitoring, external 
studies and stringent internal monitoring. 


For the purpose of monitoring the progress of initiatives, 
concurrent evaluation of these initiatives is designated 
to external agencies. Independent evaluation of 
immunisation programme by UNICEF is one such 
study. Similarly UNFPA has been allocated the task of 
rapid evaluation of ASHA initiative and JSY in three 
states of Madhya Pradesh, Rajasthan and Orissa. 
Further, the Empowered Programme Committee of 
NRHM has approved a proposal for comprehensive, 
independent evaluation of the Mission activities through 
selected reputed institutions. 
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In addition, surveys like NFHS, facility and house-hold 
survey are being planned on a regular basis to measure 
the out-comes of the Mission. 


Internal monitoring of NRHM activities in done under 
overall supervision of State Health Mission and the 
Integrated State Health Society. At the District level, 
this task is carried out by the District Health Mission. 
At the level of respective health facility, supervision and 
assessing success of NRHM initiatives is entrusted to 
Rogi Kalyan Samiti of the respective facility. 


The strategic interventions under NRHM are all aimed 
to architecturally correct the healthcare delivery system 
and ensure accessible and affordable health care to the 
people particularly in the rural areas and the vulnerable 
group. The following chapters in the document contain 
content and process of reform initiatives undertaken in 
States prior to NRHM as well as under NRHM. 


Initiatives from States-I] 


ANDHRA PRADESH 


ANDHRA PRADESH 


™ 


Health Sector Reforms in India Initiatives from States-II 


Profile of the State 


Socio-Economic Profile 


Number of Districts 


Literacy Rate (total) (%) (2001) ! 


Health Infrastructure 


Number of Teaching Hospitals* 
Number of District Headquarter Hospital (DHH) * 


Number of Community Health Centres (as on September 2005) ° 


' Census 2001, RGI 

2 NFHS-3 Fact Sheets 2005-06 

SRS 2004, RGI 

‘http://www.aponline.gov.in, site last accessed on Nov Sth 2006 
S‘MOHFW, Gol (2006),“Bulletin on Rural Health Statistics in India 2006” 


Health Sector Reforms in India 


Initiatives from States-I1 


ANDHRA PRADESH 


e state of Andhra Pradesh was formed on 1™ 
esate 1956 under the States’ reorganization 
scheme. It is the fifth largest State with an area of 2, 
76, 754 sq. km, accounting for 8.4 % of India’s 
territory and also the fifth most populous state with a 
population of 75 crores. The state has varied 
physiographic features ranging from high hills, undulating 
plains to a coastal deltaic environment. Administratively, 
Andhra Pradesh is divided into 23 districts, 79 revenue 
divisions, 1123 mandals, about 27000 villages and 264 
towns. Over 75% of its land is covered by river basins 
of the Godavari, Krishna and Pennar and their 
tributaries. Economy of the State is largely agrarian 
and major crops include rice, wheat, jowar, bajra, 


maize, sugar cane, cotton and groundnut. 


Andhra Pradesh is actively pursuing economic and 
governance reform programme to accelerate growth 
and enhance service delivery through public systems 
to the community. 


Organization of Health Services and Programmes: 


The Department Health, Medical and Family Welfare 
consists of 10 organizations namely AP Vaidya Vidhana 
Parishad, AP Health Medical Housing and 
Infrastructure Development Corporation, AP 
Yogadhyana Parishad, AP State AIDS Control Society, 
Ayurveda, Yoga, Naturopathy, Unani, Siddha 
(AYUSH), Commissionerate of Family Welfare, 
Directorate of Health, Directorate of Medical 
Education, Drugs Control Administration and Institute 


Ses 


of Preventive Medicine. 


The reform history in health sector in the State can be 
traced to Andhra Pradesh First Referral Health System 
Project, one of the first World Bank aided health system 
projects in the country. This project, launched in 1995 
had been implemented by AP Vaidya Vidhana Parishad 
(APVVP). Agencies like World Bank and DFID are 
supporting the reform process in the State. Two 


“livelihood programmes supported by the World Bank 


are being implemented namely AP District Poverty 
Initiatives Project and AP Rural Poverty Reduction 
Project!. In addition, the Bank supported the AP 
Economic Restructuring Project which included 
improvement of primary health care as one of the 
component. The priority areas of work for DFID 
include human development, enhanced livelihood 
security, governance reforms and fiscal stabilisation and 
empowerment of women & disadvantaged groups. 
Additionally, the European Commission supports the 
Sector Investment Programme in the State. 


AP has been one of the early states to formulate the 
State Population Policy in 1997 which set demographic 
goals to be achieved by 2020. The Policy sought to 
improve the quality of family planning services through 
additional funds, training and incentives to providers as 
well as acceptors of family planning services. 


Reforms underway in health sector 


(I) Reorganisation and restructuring of existing 
government health care system 


'http://www.worldbank.org.in site last accessed 
on November 1, 2006 
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(A) Establishment of Andhra Pradesh Vaidya 
Vidhana Parishad 


Medical care facilities in the State are provided through 
secondary level health care system comprising general 
hospit-als, district hospitals, taluk hospitals, 
dispensaries, CHCs and PHCs. These health insitutuions 
were earlier under the control of the Director of Medical 
and Health Services; thus placing both preventive and 
curative (secondary or intermediary level) health care 
under the purview of a single authority. Poor functioning 
of secondary level health care system made health care 
services inaccessible to majority of the people who then 
sought these services in city hospitals or in private 
nursing homes. Further, the referral hospitals were 
under-utilised due to various reasons including lack of 
facilities, equipments and drugs amongst others. 
Recognising the need to separate the curative and 
preventive aspects of health care, the Government of 
AP, has created the Andhra Pradesh Vaidya Vidhana 
Parishad (APV VP) by enacting an Act in the Legislative 
Assembly in 1986°. This was done with the objective 
to lay greater emphasis on development of both 
preventive as well as curative health care and to 
strengthen necessary linkages at appropriate levels to 


ensure comprehensive medical and health care services. 


A major restructuring of the Government Health 
Organisation took place under which the control and 
management of secondary level health care system 
namely all dispensaries (with in-patient facility), non- 
teaching hospitals like district hospitals, specialty 
hospitals, area hospitals and Community Health Centers 
have been transferred to APVVP?. This excluded 


hospitals or units within hospitals which are primarily 


‘The Andhra Pradesh Vaidya Vidhana Parishad Act 1986 (Act No. 
29 of 1986 with Amendaments upto 31.03.1989. 
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dealing with implementation of the national health 
programmes. Such hospitals and units continue to be 
under the administrative control of Director of Health 
and Family Welfare. APV VP has been created to grant 
greater autonomy to secondary level health care 
facilities and has been entrusted with the responsibility 
of ensuring greater efficiency and management of these 
facilities towards better quality of services and patient 
satisfaction. 


The APVVPis an autonomous organisation funded by 
the Government of AP. Its functions include formulation 
and implementation of schemes for the comprehensive 
development of the secondary level hospitals, 
maintenance of these institutions including purchase, 
allocation & maintenance of quality equipments, drugs, 
diet, linen and consumables. The Parishad has the 
provision to raise resources to fulfill these functions from 
government grants, contributions, donations or funds 
from general public and institutions within and outside 
the country, levying user charges for diagnostic and 
treatment services and by way of paying wards and by 
running public utility services within the hospital 


premises’. 


The APVVPis headed by a Commissioner who is also 
the chairperson of the governing council. This council 
is the principal policy formulating body and comprises 
Secretary (Health), Secretary (Finance & Planning), 
Commissioner (Institutional finances), Director of 
Health and Vice-chancellor of University of Health 
Services as ex-officio members. Other members of the 
council include five eminent persons from medical and 


other professions or members of State Legislative 


> G.O.Ms.No.139, HM&FW (CI) Deptt., Dt 27-02-1987, 

4Dr. MCR Human Resource Development Institute of Andhra 
Pradesh (Undated). “Andhra Pradesh Vaidya Vidhana Parishad 
Departmental Manual”. 
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Assembly as nominated by the Government. The staff 
of APVVP consists of government employees on 
deputation from Department of Health and Family 
Welfare and is subject to all government rules and 


regulations. 


Since its establishment, the APVVP has been 
responsible for managing all middle level hospitals. 228 
institutions have been placed under its administrative 
control. These include 20 district hospitals, 55 area 
hospitals, 118 CHCs, 10 specialty hospitals and 25 
dis-pensaries. The institutions have been provided with 
all basic diagnostic and therapeutic equipment. In 
addition, all district hospitals, area hospitals and some 
CHCs have been provided with generators in operation 
theatres. 


According to a study’ on experiences in hospital 
autonomy in developing countries, the advantages of a 
system like APVVP include simplification of 
administration as government has to deal with only one 
organisation compared to all of the member hospitals, 
easy monitoring of flow of funds and one window for 
all inputs, processes and outcomes. Some tangible 
benefits have also been noticed like reduction in down- 
time in equipment repair, introduction of innovative 
means to augment resources, newer drug supply systems 
and other reforms introduced under Andhra Pradesh 
First Referral Health Systems Project. The 
disadvantages of this single organisation system include 
limited realisation of autonomy at hospital level, the legal 
framework of autonomy provided by the Act is 
restrained by overall adherence to rules and regulations 
of the Government. 


°Govindraj and Chawla (1996), “ Recent Experiences with Hospital 
Autonomy in Developing Countries- What can we learn?” 
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In order to ensure adequate and appropriate health 
care at the first referral level, APV VP has undertaken 
World Bank assisted Andhra Pradesh First Referral 
Health Systems Project (APFRHSP) in 1994 for a 
period of seven years. This has been one of the major 
projects undertaken by APVVP. The objectives of the 
project included improvement of efficiency in the 
allocation and use of health resources through policy 
and institutional developments and enhanced 
performance of health system by improving the quality, 
effectiveness and coverage of health services at the first 


referral level. Reform initiatives introduced under the 


“Project are discussed under each section. 


(B) Strengthening of referral institutions and fixing 
of service norms 


For effective functioning of referral system, it was felt 
essential to adequateely and suitably equip health 
facilities at various levels. Thus, basic service norms 
for various categories of hospitals under the 
administrative control of APVVP have been fixed 
thereby creating a hierarchy of hospitals according to 
services and facilities. This system of service norms 
and referral linkages had been developed with a view 
to optimise utilisation of resources, avoid duplication 
and wastage of resources, regulate patient flow and 
reduce cost of treatment by reduction of patient burden 
at tertiary hospitals. 


According to the services prescribed for each level of 
hospital, staff and equipment norms too have been fixed. 
As per these norms, the district hospital has been 
prescribed to provide services in eleven specialties for 
which 9 civil surgeon specialists, 18-20 civil assistant 
surgeons, 54-84 paramedical staff and other supporting 
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staff have been posted. As per the norms, district 
hospitals have been equipped with the necessary 
radiological, anaesthetic and operation theatre and 
critical care apparatus. Area hospitals, which are 100 
bedded hospitals, have been staffed and provided 
infrastructure to provide services in basic specialties. 
Community Health Centers have been re-orgainsed and 
granted basic staff and equipment to provide only 
general services. Along with the above norms, building 
and civil works norms have also been fixed to allow 
effective delivery of prescribed services. Under the 
APFRHSP, const-ruction and repair of 160 hospitals 
including 81 CHCs, 58 area hospitals and 21 district 
hospitals had been undertaken’. 


(C) Improvement in drug supplies’ 


To ensure regular supply of drugs at all times and in all 
situations, a system of three sources of drug supply has 
been put in place for the hospitals under APV VP: (a) 
centralised drug procurement system under which the 
institution has been allotted drugs worth a particular amount 
based on bed strength (Rs 2000 per bed per quarter); (b) 
an emergency provision for drugs (Rs 100 per bed per 
month) has been made to every institution from where 
emergency procurement of drugs is made; (c) drugs which 
are in short supply and for which regular rate contract 
suppliers are not available have been stocked at the office 
of District Coordinators of Health Services. 


Under the centralised drug procurement system, drugs 
contained in the essential drug list are procured centrally 
on rate contract basis. Drug pass books have been 
issued to the medical officer in-charge of health 


institution using which they pick up drugs from the 


*http://www.aponline.gov.1 n/apportal/departments/ 
departments.asp?dep=16&org=98 site last accessed on November 
1*, 2006. 


Initiatives from States-II 


central stores at state/district level. The drugs received 
by each institute are debited into the pass book against 
the allotted amount. By this system, the health institutions 
have been able to obtain the drugs as per local 
requirements while price and quality control is ensured 


by centralised procurement system. 


(D) Formation of Andhra Pradesh Health, Medical 
& Housing Infrastructure Development 
Corporation (APHM&HIDC) 


A large number of health institutions in the state were 
lodged in buildings which required repair and many 
institutions were functioning from rented buildings. 
There was shortage of quarters for staff of hospitals 
and health centers which kept the staff away from place 
of posting, thus, hampering the delivery of health 
services. This problem was acute especially in rural 
and semi-urban areas. The state housing corporation 
was not in a position to provide housing to all health 


_ institutions and their staff. Hence a separate corporation 


has been set up in 1987 exclusively for developing 
housing and other infrastructure for medical and 
paramedical staff and constructing sub centers, PHCs, 
hospitals, dispensaries, clinics and other health care 
centers’. Additionally, the Corporation has also been 
responsible for acquisition of medical equipment, drugs 
and supplies for all health institutions in the state in a 
centralised manner and supply of the same to health 


institutions as per need. 


One of the major projects undertaken by 
APHM&HIDC has been the World Bank assisted India 
Population Project-VIII launched for improving the 
medical care facilities in urban slums in 74 municipalities 


7Dr. MCR Human Resource Development Institute of Andhra 
Pradesh (Undated). “Andhra Pradesh Vaidya Vidhana Parishad 
Departmental Manual”. 
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in the State. In addition, the Corporation has also been 
entrusted with the construction and repair of secondary 
health institutions under APFRHSP. Construction of 
facilities at health institutions like ophthalmic wards, 
microscopy centres have also been undertaken under 


the various national health programmes. 


Administration wise, the chairman of the Managing 
Committee of the Corporation is nominated by the State 
Government. Other members of the committee include 
secretaries of health and finance depart-ments, vice 
chancellor of University of Health Sciences, 
commissioner of APVVP, Director of Health & Family 
Welfare, regional chief of HUDCO and two members 
nominated by the government. The Managing Director 
of the corporation is the Member Secretary. 


(E) Strengthening of PHCs as 24-hour MCH 
centers’ 


Ina move to make available maternal and child health 
care at all times, 470 PHCs in backward districts have 
been designated as round the clock Mother and Child 
Health Centre (earlier called women health centres). 
One staff nurse, one ANM and three support staff have 
been appointed in each centre on contractual basis. 
Staff nurses have been trained to conduct normal 
deliveries and refer emergency cases. Additional 
facilities like telephone and vehicle have been provided 
to the PHCs in order to assist communication and 
transport for referral of emergency cases. Provision 
has been made to conduct fortnightly specialist clinics 
of gynaecology and paediatrics in these centres to detect 
high risk pregnancies and neonates for referral to FRUs. 


*http://www.aponline.gov.in/apportal/departments/ 
departments.asp?dep=16&org=98 , site last accessed on 


November 1, 2006 
:) 
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(F) Establishment of Comprehensive Obstetric & 
Neonatal Care (CEmONC) centres” 


The State Government has decided to establish 108 
CEmONC centres spread across every district so that 
pregnant mothers requiring emergency care do not 
have to travel more than 40-50 kms to receive specialist 
care. The implementation of the Scheme is currently 
underway. For this, it is planned to select 4-6 FRUs in 
each district and upgrade the same through provision 
of specialists in obstetrics, anaesthesia and paediatrics 


as well as blood transfusion facilities. 


Additional paramedical staff, equipment, drugs, 
consumables and laboratory supplies would also be 
provided to these centres. Additional ward space, 
labour rooms and operation theatres are under 
construction in identified centres. Training of MBBS 
doctors in anaesthesia, neonatal care and blood 


transfusion is also planned to support this scheme. 


(II) Changes in health system organisation, delivery and 
management 


(A) Formation of Hospital Advisory Committee/ 
Hospital Development Societies for all PHCs 
and FRUs/ teaching hospitals 


Hospital Development Societies have been constituted 
in all tertiary hospitals under the control of Directorate 
of Medical Education. On similar lines, Hospital 
Advisory Committees have been formed in all PHCs 
and FRUs. These societies have been entrusted with 
the responsibility of overseeing and guiding the 
functioning of hospitals''. Composition of the society 


»!°GoAP (2006), Response to Questionnaire on Health Sector 
Reforms from MOHFW, Gol. 
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include the District Collector, one doctor, local elected 
representative of the area, representatives of civil 
society, Mayor/Municipal Chairman and medical 
superintendent of the hospital. Activities of the society 
include maintenance of the hospital (including sanitation 
& water supply, electricity, building & civil works and 
equipment), purchase of drugs & medicine supplies and 
equipment. The government has set norms and limits 
for undertaking these works which are to be adhered 
to by the Society. To carry out these functions, provision 
has been made for the societies to raise resources from 
sources other than government aid through donations, 
contributions from individuals and organizations, auction 
of parking facilities, levying charges from pay rooms & 
wards, fee for use of various facilities of the hospital 
including training & research facilities by other 
institutions. Procedures for collection of funds and 
maintenance of accounts have been prescribed by the 
government. 


(B) Provision of free travel bus passes to pregnant 
women for antenatal check ups” 


The Government of Andhra Pradesh has started an 
innovative scheme in order to enable pregnant women 
in rural areas to avail antenatal check ups at the nearest 
PHC/area hospital or FRU. The Scheme intends to 
achieve the objective of at least one antenatal check 
up by medical doctor for screening of high risk preg- 
nancy and further advice. It has tied up with the State 
Road and Transport Corporation to issue free 
transportation bus tickets pass to be utilised for three 
visits. The ANM issues the bus passes to the pregnant 


women on her house visit. 


'G.O.Ms.No.403, dated Sept 7th 1998 
"GoAP (2006), Response to Questionnaire on Health Sector 
Reforms from MOHFW, Gol. 
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(C) Public Private Partnership 


(i) Management of Urban Health Centers by 
NGOs*® 


Under the World Bank assisted Andhra Pradesh Urban 
Slum Health Care Project (APUSHCP), 192 urban 
health centers (UHCs) have been established in 74 
municipal towns in 21 districts covering 1848 slums. 
The objective of the project has been inter alia to 
increase the availability and utilisation of health and 
family welfare services, building up of an effective 
referral system from the community to UHCs and 
UHCs to First Referral Units, increase over all health 
awareness and better health seeking behaviour among 
the slum dwellers so as to reduce mortality and morbidity 
espe-cially among women and children. The project 
components included service delivery, community 
mobilisation and behaviour change communication. 
While the government has set up the UHCs (building, 
equipment, furniture and drugs), the day-to-day 
management of these centers has been contracted out 
to local NGOs. The partnership arrangement with the 
NGO has been based on the terms of reference worked 
out for the purpose. Selection of NGOs has been 
carried out by a District Level Committee headed by 
the District Collector. 


_UHCs have been established in identified areas by the 


selected NGOs in the accommodation provided by the 
government. Setting up a UHC included appointment 
of staff (one medical officer, two ANMs, three assisting 
staff and one community organiser) on contractual basis; 


'3 Power Point Presentation of Govt of AP at the 2™ 

Regional Workshop on Health Sector Reforms: Experiences of Select 
States at Hyderabad, 14-15" February 2005 and ECTA Working 
paper 2002/61 Public-Private Partnership: Operational Framework 
used in Andhra Pradesh and Assam 
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formation of Mahila Arogya Sanghams, undertaking 
community needs assessment through household survey 
to identify the services needed. The Mahila Arogya 
Sangham has been formed drawing members from 
various community based organisations and act as the 
link between the community and UHC. Services 
provided by UHC include institutional as well as 
outreach services and behaviour change communication 
activities to increase awareness in community on various 
aspects of health & family welfare. In order to 
strengthen the referral services, one government hospital 
and a private hospital as a back up arrangement have 


been identified as referral units. 


Other administrative responsibilities of the NGO running 
the UHC consist of maintenance of registers, submission 
of periodical reports as per prescribed formats to the 
District Level Committee, maintenance and furnishin g 
audited accounts. Model proforma of various registers, 
returns & reports for maintaining records, registers and 
furnishing reports by the NGO have been provided. The 
NGOs are required to submit the reports to the 
Commissioner, FW through District Medical & Health 
Officer (DMHO). A senior representative of the NGO, 
appointed as the project coordinator, is responsible for 
overseeing and monitoring the tasks performed by NGO. 


For the purpose of governance in this type of 
arrangement, all UHCs in a district fall under the 
jurisdiction of the DMHO and a District Level 
Committee chaired by the District Collector has been 
formed for all UHCs in a district. Further, an Advisory 
Committee for every UHC comprising elected repres- 
entatives, UHC staff, community members, municipal 
health officer and representative from identified FRU 
has been formed to advise the management of UHC. 


ee 
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The role of the Government included deciding on the 
number of UHCs, their location and area to be served. 
The Government has provided accommodation for 
UHC (rented or own building), sanctioned grant-in- 
aid towards payment of honorarium to the staff of UHC 
and other expenditure incurred for running the centre, 
trained the UHC staff, supplied drugs, equipment and 
furniture to the UHC. Further, user charges for various 
services in UHC have been fixed locally by the Advisory 
Committee with approval from the District Level 
Committee as per the guidelines laid down. The NGO 


has been provided to raise additional resources through 


~ donations, special pay clinics beyond normal timings 


for sustainability of the UHC. 


After withdrawal of support by the World Bank, the 
project has been funded by the state government since 
2002. The outcomes of the project show marked 
improvement in ANC coverage, institutional deliveries, 
post natal care and immunisation in the slum population. 


Monitoring of this scheme is in the form of validation of 
NGOs once in a year by a team constituted by the 
District Collector who grade the performance from A 
to C. NGOs that have secured grade A automatically 
qualify for continuing in the next year, those with grade 
B are allowed to continue with a warning to improve 
performance while NGOs who have been given grade 
C are replaced. 


(ii) Rural Emergency Health Transport System™ 


In order to provide dependable 24- hour rural 
ambulance services especially to pregnant women and 
children requiring emergency care, a scheme of transport 


—_—_—_ 
'* GoAP (2006), Response to Questionnaire on Health Sector 
Reforms from MOHFW Gol. 
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system managed by NGOs and women groups has 
been introduced under RCH Project. It was first 
introduced in four districts of Kurnool, Mahabubnagar, 


Nizamabad and Kadappa and is now being extended 
to the entire state. 


To implement the scheme, each district has been 
divided into ‘segments’ each with about 1 to 1.3 lakh 
population and a segment headquarter has been 
selected. The head quarter is manned by the NGO 
and has been provided telephone facilities. The 
ambulance is stationed at the centre and on receipt of 
call for emergency transport; the ambulance reaches 
the patient’s house to transport him/her to the nearest 
FRU. In addition, a 24-hr district health control room 
too has been set up to act as the second contact number. 
The two telephone numbers have been widely 
publicised to the community. 


NGOs and women’s groups like mahila samkhyas and 
other voluntary organisations had been invited by the 
District Committee to submit applications to run the 
emergency transport system. The selected agency has 
been supplied with the ambulance and has been running 
it by appointing 2 drivers, 2 ANMs, one project 
coordinator and one assistant coordinator. The staff of 
the ambulance has been trained in first-aid treatment. 
One NGO/women group has been selected for one 


segment in each district. 


In order to meet the operation costs of the ambulance, 
the government has provided some funds to the NGOs. 
In addition, users of the service are being charged fees 
at the rate of Rs.5 per km. However, SC/ST families 
have been exempted from paying and a subsidy of Rs.50 


has been provided to BPL families and child cases. 
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The costs incurred in the transport of SC/ST families 
and costs of subsidy are being reimbursed to the NGO. 


A plan for sustainability after the project period has 
been put in place wherein the vehicles would be handed 
over to the respective local bodies for maintenance on 
‘no-profit-no-loss’ basis. 


(III) Changes in financing methods 


(A)Sukhibhava Scheme (Improvement of 
Institutional Delivery Services Scheme)'* 


It has been recognised that the choice of home delivery 
is largely dependent on the economic status of the family 
who cannot bear the expenditure on institutional delivery. 
Hence, the Government has instituted the Sukhibhava 
Scheme to assist and enable pregnant women who are 
below poverty line to access the services of the hospitals 
for deliveries which in turn helps in reducing maternal 
mortality in the State. 


Under the Scheme", a cash assistance of Rs.300 (Rs 
200 towards transportation charges and Rs 100 for 
food and incidental expenses) is paid to pregnant 
women belonging to below poverty line families who 
come to government hospitals/APVVP hospitals/ 
teaching hospitals/PHCs/CHCs for delivery serv-ices. 
This assistance is payable only to those women with 
no living children or with one living child. Acommittee 
at PHC/hospital consisting of the medical officer, staff 
nurse/public health nurse/senior most multipurpose 
health worker (F) and headquarters ANM has been 


'5 Power Point Presentation of Govt of AP at the 2nd Regional 
Workshop on Health Sector Reforms: Experiences of Select States at 
Hyderabad, 14-15" February 2005. 

'6 Dept. of Health Medical Family Welfare, GoAP (undated), 
“Sukhibhava (Improvement of Institutional Delivery Services 
Scheme): Implementation Guidelines to PHC/Hospital)” 
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constituted to scrutinize the eligibility of the women 
based on their self certification regarding the financial 


status of her family and number of living children. 


For implementation of the Scheme, budget has been 
sanctioned to all Districts & PHCs and medical office- 
er/any other officer issuing cheques for salaries has been 
delegated with drawing powers from the treasury. 
Separate records & accounts are maintained for the 
Scheme and bills are submitted to the Auditor General’s 
office. Sukhibhava registers are maintained and monthly 
reports on number of institutional deliveries and 
payments made are sent to the DM&HO who compiles 
monthly report for the district and sends to the 
Commissionerate of Family Welfare. 


(IV) Reforms related to human resources 


(A)Integration and _ responsibilities of 
functionaries for planning, implementation and 
monitoring of programmes of HM & FW 


department 


For integration of functions and coordination among 
various officials at different levels in the Dept of Health, 
Medical and Family Welfare, specific responsibilities 
have been assigned to staff at district level, programme 
officers and PHC level!”. 


At district level, District Health Coordination 
Committee (DHCC) has been constituted to ensure 
proper planning, implementation and monitoring of all 
programmes/activities of HM&FW Department in the 
district. The DM&HO, District coordinator of hosp- 


ital services, all programme officers, superintendent of 


ee ee 
'’G.O.Rt No.90 dated 29.01.2003 Health, Medical and Family Welfare 
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teaching hospital, ophthalmic surgeon of the hospital 
executive engineer (APHMHIDC), representative of 
ISM&H department, Project Director, VELUGU are 
members of DHCC and the Regional Director of 
Medical Services/senior most department officer is the 


chairperson. 


The Committee has been entrusted with the primary 
responsibility of planning, finalizing, implementing and 
monitoring the District Health Action Plans and 
institutionwise health plans in a participatory manner 
including all concerned officials, other concerned 


. departments and NGOs. It performs other functions 


inter alia ensuring functioning of all equipments and 
personnel in all health institutions in the district, 
monitoring all national and state health programmes in 
the district, making periodic training needs assessment 
of doctors, paramedical and other staff for human 
resource development and skill up gradation, 
coordinating & conducting health camps and ensuring 
correct and prompt recording of data/progress reports 
within and from institutions for onward submission 
amongst others. 


Responsibilities of supervisory officers like PHC 
medical officers, programme officers and other officers 
have been fixed to clearly define their role. 


At the PHC level, the medical officer is responsible for 
finalising, monitoring and reviewing the implementation 
of the village specific calendar in his/her jurisdiction, 
coordinating and enlisting the participation of various 
stakeholder groups and allotting villages under PHC to 
each paramedical staff for implementation of 
programmes/activities of the PHC as per the action 
plan calendar. 
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The supervisory officers have been made responsible 
for reviewing/Verifying performance indicators and their 
reporting by health institutions. Guidelines for 
undertaking inspection tours by supervisory officers 
have been issued wherein the number of visits by 
supervisory officer/programme officer, DM&HO/ 
Addl. DM&HO, Regional Directors and other senior 
officers has been fixed. 


(V) Involving community in health service delivery and 
provision 


(A) Women Health Volunteers Scheme 


In order to strengthen maternal care services at gram 
panchayat, a scheme of Women Health Volunteer 
(WHV) who act as a link person between community 
and service providers has been introduced. 


A woman, usually a daughter-in-law of a house who 
has studied upto 7" class and preferably from SC/ST 
community has been selected as WHV by the Gram 
Panchayat Health Committee. The selected WHV has 
been given one month training in health care aspects of 
pregnancy, antenatal, delivery, post natal and new born 
care, immunisation, diarrhoea, acute respiratory 
infections, first-aid and treatment of minor ailments. The 
training has been provided at Telugu Mahila 
Pranganams for three weeks and one week field level 
training at PHCs. Academy of Nursing Studies has been 
designated as the nodal agency for providing training 
to WHVs. 


After training, WHVs have been provided with first- 


aid kit/health manual with a certificate and positioned 


* GoAP (2006), Response to Questionnaire on Health Sector 
Reforms from MOHFW Gol. 
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in villages to undertake service delivery activities. Salary 
or honorarium has not been fixed for WHVs’; they are 
eligible to receive pre-determined incentives for specific 
events of utilization of maternal and child health services. 
The Gram Panchayat is responsible for providing the 
work certificate on the basis of which incentives are 
paid to WHVs. Gram panchayats have been given the 
provision to pay additional incentives to WHVs either 


from untied sub centre fund or from general funds. 


(VI) Reforms to quality of care 


(A) Performance indicators for grading the PHCs” 


One of the components of World Bank assisted AP 
Economic Restructuring Project is improvement of 
primary health care. In order to improve the quality of 
primary health care services, a system of performance 
rating has been developed to rate PHCs and CHCs. A 
set of indicators measuring the services provided by 
the health center has been devised. The indicators 
included no. of patients treated, no. of women given 
antenatal care and counseled for HIV prevention, no. 
of institutional deliveries, no. of children immunized, no. 
of at-risk pregnant women referred and no. of maternal 
and infant deaths audited. Different indicators are 
accorded differrent weightage. Certain standards e.g., 
% population covered have been laid down to measure 
performance and for the purpose of rating, actual 
performance is measured against these standards. The 
information requirement for these indicators is taken 
from the existing Health Management Information 
System”.The grading has been accorded A to C in 


descending order. 


MGoAP (2006), Response to Questionnaire on 
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(B) Performance rating of secondary hospitals”! 


A performance rating system for secondary hospitals 
under APVVP has been introduced. The indicators 
related to general services (outpatients, inpatients, bed 
occupancy), emergency services (emergency-OP, 
emergency-IP, emergency major operations, emergency 
minor operations), clinical services (major/minor 
operations, tubectomy, deliveries) and diagnostic 
services (X-ray, ECG, lab tests and USG) have been 
developed for the purpose. Normative targets for each 
type of hospital (district hospital, area hospital, 
community health center) have been fixed against which 
the performance is measured and rating assigned. 
Highest grading is A while lowest grading is C. 


* http://prod-india.com prod reference number-63 site last accessed 
on January 19 th 2006. 


*! Govt. of India & EC(2001), “Reform Initiatives under the State 
Health Systems projects Part-2 : Andhra Pradesh, Karnataka, Punjab 
22 je West Bengal” ECTA Situational Analysis 2001/26. 
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Profile of the State 


Indicator 
Population 
Total Population (2001)! 


20,833,803 
Population Density (persons per sq. km) (2001)! 154 


Male Population (%) (2001) ! 30:27 
Estimated Urban Population (%) (2001) ! 20.09 
Scheduled Caste population (%) (2001) ! 11.6 
Scheduled Tribes population (%) (2001)! 31.8 
Total number of disabled persons (2001) ! 419887 
Vital Statistics 

Total Fertility Rate (per woman) 

Sex Ratio (females per 1000 males) (2001)! 
Birth Rate (per 1000 population)” 

Death Rate (per 1000 population)” 


Socio-Economic Profile 


Rr: 
~) 


2.02 


27.4 


Number of Districts 
Literacy Rate (total) (%) (2001) ' 64.7 
Female Literacy rate (%) (2001)! 51.9 
26.55 


— 
ON 


Main workers to total population (%) (2001) ! 


Water, Environment & Sanitation 


Households using piped drinking water (%)° 16.8 
Households with acess to a toilet facility (%)’ 18.7 
Health Status 

Infant Mortality Rate (per 1000 live births) ” 


nN 
© 


Deliveries assisted by a health professional (%)’ 44.3 


Health Infrastructure 

Number of Medical College Hospitals (MCH) * 

Number of District Headquarter Hospital (DHH) * 

Number of Community Health Centres (CHC) ° 101 
Number of Primary Health Centres (PHC) ° Sly 
Number of sub-centres (SC) ° 3818 


— 
Nn} S&S 


'Census 2001, RGI 

7 SRS 2004, RGI 

>NFHS-3 Fact Sheets 2005-06 

‘http://health.cg.gov.in/hinf.htm, site last accessed on June 21" 2006 
‘'MOHEW., Gol (2006) “Bulletin on Rural Health Statisties in India 2006”. 
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CHHATTISGARH 


hhattisgarh, carved out of Madhya Pradesh, 
ee became the youngest State of Indian Union on 
1" November 2000. It is the 9th largest state and about 
44% of its geographic area is under forest cover. The 
state is rich in natural resources and is home to diverse 
flora and fauna. Located in the eastern central part of 
India, the state is landlocked and shares its boundaries 


with six states. 


Rural population constitutes about 79% of the total 
population of 21 million; Chhattisgarh is a tribal 
dominated state with 33% of the population belonging 
to tribal groups. The state has a rich and unique cultural 
diversity. The central plain region of Chhattisgarh is also 
known as the ‘rice bowl of Central India’ due to the 
wide variety of rice grown in this region. The southern 


region of the State is covered by dense forests. 


Administratively, Chhattisgarh has 3 revenue divisions, 
16 districts, 96 tehsils, 146 blocks, about 19,720 
villages and 54,000 habitations. The State has 6 


municipal corporations and 69 other municipal bodies. 


The state has a sex ratio of 990 which is higher than 
national average and second only to Kerala (Census 
2001). At the time of its creation, the infant mortality 
rate and birth rates were amongst the highest in the 
country. The health sector reform process accelerated 
the rate of decline in infant mortality. In terms of 
healthcare facilities, there are 3818 sub centers, 517 
PHCs, 116 CHCs, 30 civil dispensaries, 16 civil 
hospitals and 15 district hospitals. Facilities for medical 


and nursing education include 3 medical colleges, 3 
dental colleges and 4 nurse training schools’. 
Infrastructure for training in the State include one health 
and family welfare training centre, 14 district training 
centres, 7 ANM training centres and 3 multi-purpose 
health worker training centres’. Large forest cover, 
remote villages and low density of population in tribal 
districts make access and delivery of public health care 


. difficult. This is further compounded by inadequate 


number of manpower, to all of which the State has been 


trying to find pragmatic solutions to these problems. 


Profile of the State including major demographic and 
health indicators is given at the beginning of the chapter. 


The birth of the new state saw a reinforced enthusiasm 
in improving the health system to work towards better 
health status of people. The state government embarked 
upon consultations with various stake holders including 
state officials, civil society, health activists and donor 
agencies to devise strategies and programmes in health 
sector to deliver community based health services. 
Bilateral donor agencies like DANIDA, European 
Commission, were actively supporting the government 
in a number of programmes like Basic Health Services 
Improvement Programme, Sector Investment 
Programme. This opened the doors for structural 


changes in the health sector. 


The consultations resulted in formulation of a reform 


agenda of 14 components with a focus on strengthening 


'? http://health.cg.gov.in/hinf.htm site last accessed on June 
21st 2006. 
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community based health programmes and improved 
health delivery systems integrated with health awareness 
activities. The consultation also agreed to implement a 
programme for statewide selection and deployment of 
trained community health workers with a view to 
promote an understanding of the right to health care 
among the communities so that a demand for health is 


created and the health system is held more accountable. 
The State Health Resource Center 


State Health Resource Center (SHRC) was set up 
under Memorandum of Understanding between the 
Government of Chhattisgarh and Action Aid, India on 
1* March 2002 with the purpose of providing technical 
assistance to Mitanin programme as well as the health 
sector reform programme undertaken. Action Aid India 
played the role of a host organisation in finding the right 
team and building and managing the institutional 
structures and finally handing it over to an autonomous 
registered society. 


SHRC is unique and innovative in its structure and 
functioning. The SHRC assists the Department of 
Health and Family Welfare in designing and developing 
operational guidelines for the implementation of various 
reform initiatives and programmes. SHRC is now 
staffed with experts drawn from various fields. SHRC 
has been engaged in four major programme areas: 
Mitanin programme, health sector policy reform, 
response to ongoing ad hoc requests from the 
Department for data, reports, presentations and 
functions as an arm of the Department in designing, 
negotiating new projects with GOI and external donors. 
To carry out its functions, it fosters partnerships with 


government, civil society, NGOs and communities. 


Initiatives from States-II 


SHRC has developed training manuals and programme 
design for Mitanins programme, formed training and 
monitoring & evaluation teams to support the 
programme. SHRC has undertaken some important 
exercises like Human Resource Development Policy, 
behavioural change communication implementation 
framework, integrated State Health and Population 
policy, Draft Drug Policy, Standard Treatment 
Guidelines, State Drug Formulary, Essential Drug List’. 


Reforms underway in health sector 


(I) Reorganisation and restructuring of existing 
government health care system 


(A) Strengthening and appropriately locating sub- 
centers and PHCs 


When the additional 874 subcentres were sanctioned 
to meet the shortage, it was used as an opportunity for 
rationalisation of location of subcentres. This was done 
in two stages- first the entire existing district, block, 
PHC and sub-center facilities were plotted onto a GIS 
utility where the map of Chhattisgarh showing all village 
boundaries, roads and rivers and approximate 
population were shown. Then a draft list was prepared 
by locating the new subcentres such that all gaps in 
service area coverage were closed. This was then sent 
to the CHMOs for their comments and approval. 
Discussions were also held with elected representatives 
and other stakeholders to identify areas of priority that 
may have been left out. The discussions took over two 
months, but the availability of the information on 
geographic information system considerably narrowed 


the range of shifts due to perceived priorities. The 


> PROD reference number 169 at http://www.prod-india.com , site 
last accessed on June 20th 2006 
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number of hamlets with poor coverage has, as a result, 
been considerably narrowed. The same process is 
being repeated for the sanction of 200 new primary 


health centers. 
(B) Mainstreaming AY USH practitioners 


One round of training has been conducted to train all 
the existing AY USH practitioners in the department on 
public health goals and ongoing programmes. It has 
also been decided to have an AYUSH practitioner in 
every CHC. It is planned to use AY USH infrastructure 
facilities, especially in sectors without PHCs to perform 
all RCH and disease control programme functions 


equivalent to a PHC. 


(C) Improving the logistics and ensuring rational 
use of supply of drugs and consumables 


Drug prescription in the State public health system has 
been rationalised with development of standard 
treatment guidelines, essential drug list and state drug 
formulary. In addition, drug distributions systems have 
been assessed and computerised stock management 
developed. A manual on drug needs quantification and 
standard operating procedures for store management 
have been developed and distributed for use. In order 
to make the drug procurement system transparent and 
efficient, a rate contract has been fixed at state level 
through a open tendering process. Under this new 
system, State and district place orders in a 40:60 ratio, 
and drug procurement has been limited to essential drugs 
only. Also procurement is done only from firms with 
WHO-GMP pre-qualification and quality testing of 
every batch of drugs supplied has been mandatory. For 
storage and distribution of drugs, store houses have 
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been constructed in all districts. 


For monitoring and assessment of rational drug use, 


base line prescription analysis has been completed. 


(I) Changes in health system organisation, delivery and 
management 


(A) Decentralisation 


Under the decentralisation process of NRHM, district 
level health societies have been formed to oversee the 
planning and implementation of health programmes at 


~ district level. These are integrated societies providing 


for representation of the panchayats and of all concerned 
departments. The districts have then been assisted to 
draw up district health plans. All districts in the State 
have drawn up an integrated district health plan. 


(IIT) Reforms related to human resources 


(A) Human Resource Development/ Training 
Policy 


The State Health Resource Center (SHRC) worked 
with the State government in developing a Human 
Resources Development Policy for the Health 
Department. The same was approved in December 
2004. Focusing on training as a major thrust area, the 
policy clearly indicates training needs of different cadres 
of health workers, content of training, trainin g 
methodology and institutional manpower and 
infrastructure requirements for this to be realised. 
Training programmes and their follow up and supervision 
was carried out by the Directorate of Health Services, 
initially with the support of DANIDA and now with the 
support of the SHRC. It is envisaged that eventually 
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these roles will be taken over by the State Institute of 
Health and Family Welfare which is under construction. 


A number of initiatives and studies have been undertaken 


in the area of human resource development. Some of 


them are listed below: 


L 


Studies on workforce management issues, 
rationalisation of services and human resources 
development have been completed. These have 
informed the HRD policy’. 


State Institute of Health and Family Welfare is being 
set up to coordinate all activities of training. 


Under the European Commission and State 
Partnership Plan, district training centers are being 
provided in all districts (currently only 5 out of 16 
districts have these centers). Also, the existing 
Regional Health and Family Welfare center Cn 
Bilaspur is being strengthened. Further, all ANM 
training centers and existing district training centers 
are being refurbished. 


According to a directive of the State, every 
primary health center has been sanctioned two 
medical officers and a full complement of seven 
support staff. Further, four specialists, three medical 
officers, four nurses and adequate support staff have 
been designated to every CHC. The Block Medical 
Officer has also become a designated post with 


drawing and disbursing powers. 


To close specialist gaps for emergency obstetrics 


care, short term course in this area has been started 


‘Go Chhattisgarh (2006), Response to Questionnaire on Health 
Sector Reforms from MOHFW,Gol 


a 


Initiatives from States-I 


to upgrade the skills of medical officers. Three 
tertiary care centers to undertake such training have 
been identified and the process of building systems 
for monitoring and ensuring quality of training is 
underway. Thirty teams (each consisting of two 
members) of medical officers from 30 FRUs have 
completed this training; one team member is trained 
in emergency anesthesia and another in emergency 
obstetrics. Training of second batch of 30 medical 


officers is now under way. 


A similar approach has been adopted to make 
available laboratory skills for PHCs by multi skilling 
male paramedical workers or their supervisors. One 
round of such training has been done and a better 


planned and rigorous second round is proposed. 


. Public health managementtraining is being imparted 


to medical officers at institutions like NIHFW, I[M- 
Ahmedabad and ITHMR, Jaipur°’. Apart from 
clinical skills, personnel are being trained in 
management skills to improve the management of 
health system and service delivery. District level 
accounting personnel have been trained in accounts, 
audit and computers. Chief medical officers, 
programme officers and block medical officers are 
being trained in financial and programme 


management. 


Training of traditional birth attendants has been 
undertaken under the DANIDA supported Basic 
Health Services Improvement Programme. About 
9000 TBAs have been trained to improve quality 
of care at birth and identify highrisk pregnancies. 


5 Chhattisgarh Basic Health Services Programme accessed at http:// 
cg.nic.in/health/danida on June 20" 2006 
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ix. Skilled birth attendant training and IMNCI training 
has been introduced and training manuals prepared 
for this purpose. It is envisaged that this will lead to 
an increase in skills and therefore outcomes in core 
RCH areas. 


x. Inaddition to the routine recruitment, allopathic as 
well as ISM&H practitioners have been appointed 
on contractual basis to fill the vacant posts of 
medical officers. — 


xi. Rural posting of doctors has been made mandatory 
as part of pre-PG placement®. 


(IV) Involving community in health service delivery and 
provision 


(A) Mitanin Programme (Community Health 
Volunteers) 


The Mitanin Programme came into being as an 
approach to community based health programmes. 


This innovative programme was based on the traditional 
concept of Mitanin meaning a girl bonded together 
ceremoniously in their childhood to become the life long 
friend of another girl. “In happiness, every one; but in 
sorrow, your Mitanin” goes the village saying. The 
Programme seeks to increase health awareness, 
enhance utilisation of health services, promote 
community based disease control programmes, provide 
access to first contact curative care at the habitation 
level and increase organisation and empowerment of 
women as well as increase involvement and capability 
of panchayats. 


° Power Point Presentation of Government of Chhattisgarh at 1“ 
Regional Workshop on Health Sector Reforms: Experiences of Select 


20) States at New Delhi, 9-10" August 2004 
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To achieve these objectives, every hamlet selected one 
Mitanin (community health worker) who acts as a 
community level support to the ANM, and provides 
elementary health education, imparts first aid, treats 
minor ailments and ensures timely referral’. She also 
acts as a link to Gram Sabha and Gram Panchayat 
(PRD providing information on health issues and health 
services and assists in the development of village health 
plan. Her central role is to improve the demand for 
health care services and to facilitate increased 
accessibility to health services at different levels. She is 
supported by the ANM and a full time trainer who 
imparts refresher and on the job training, helps in 


referrals and often visits her to boost her confidence. 


A Mitanin was selected by the community with the help 
of trained facilitators through a series of village/hamlet 
meetings and then approved by the Gram Sabha. She 
then received training in basic concepts in public health, 
government schemes, national health programmes, signs 
and symptoms of common diseases, diagnosis and 
treatment of common ailments and village health 
planning. The training programme emphasised on 
attitudes, behaviour, communication, group work and 
community participation. The training consisted of 18 
days camp based training and 30 days of on job training 
over 18 months. Training modules in local language have 
been prepared for this purpose. It is noteworthy that 
the Mitanins are volunteers with only compensation for 
wage loss while attending training and for some referral 
services which are incentivised. Partnership between 
state and civil society is the strategy adopted for running 
the programme at state, district and block level. 


’ http://chhattisgarh.nic.in/schemes/jeevan_rekha.htm, site 
last accessed on June 21 2006 
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The community based Mitanin programme is supported 
by other structural changes like improved service 
delivery and referral support from the public health 


system, greater decentralisation and delegation of 
powers to PRIs. 


The programme was announced in November 2001 
and selection of Mitanins in 14 pilot blocks took off in 
May 2002; then extended to 80 blocks in January 2003 
and finally to the entire state in January 2004. The 
number of Mitanins in the programme has exceeded 
the estimated 54,000 and now there are 60,092 Mitanins 
of whom 55,830 have received adequate training to 
fulfill their basic roles. They are now engaged in 
providing first aid care and treatment using the drug 
kits provided. The government has provided drug kits 
‘dawa petis’ containing basic and essential medicines 
to Mitanins who have been trained to disburse drugs. 


The programme has undergone mid term internal and 
external evaluations; the former in August 2003 and 
the latter in April 2004. These evaluations show that 
the number of Mitanins envisaged and their training and 
deployment has been achieved with about 85% of the 
Mitanins receiving training as envisaged. Further the 
evaluation shows that selection of Mitanins had strictly 
followed guidelines in case of only about one third; in 
the remaining two third cases there had been some 
community processes and ownership. Though training 
outcomes were found satisfactory, considerable inter- 
block variance due to programme management factors 


was noticed. 


The external evaluation while commending the 


* Mitanin Internal Evaluation report http://www.prod-india.com/ 
files/PROD49/Mitanin % 20Internal %20Evaluation %20 
Report Final.doc, site last accessed on June 21" 2006 


Initiatives from States-II 


innovative approach and progress of Mitanin 
programme recommended strengthening of the ; 
programme in many areas’. It recommended need 
based training, interactive feedback, financial 
management for uninterrupted fund flows, better 
methods of performance assessment of trainers and 
Mitanins, retraining of Mitanins, effective introduction 
of drug kits and improving the performance of public 
health system to provide referral support among others. 
These evaluation studies helped to further improve the 
design and implementation of the programme. 


The Mitanin Analytic Documentation, (September 
2005) updates the information on the programme, sums 
up the learnings from all the earlier evaiuation studies 
and provides a process documentation that can be used 
to understand the Mitanin programme and undertake 
similar efforts in other states. 


The Mitanin Programme, by virtue of drawing public 
attention to health care issues, has been able to attract 
resources to an over-arching health sector programme 
and has strengthened reform agenda well beyond 
community awareness and participation, giving rise to 
many other institutional and policy innovations. 


(B) Swasthya Panchayat Yojana 


The Department of Health and Family Welfare has 
launched a programme for strengthening village level 
health planning and increasing the role of elected 
panchayats in supporting health care provision. This 
involves measuring the health status and utilisation of 


health care and related sectors services and then using 


° Mitanin Analytic Documentation 
http://www.shsrc.org and External Study of Mitanin Programme - 
http://www.sochara.org site last accessed on June 21* 2006 
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the same to compute a “Health Development Index” 
for each panchayat. This is then used to identify and 
reward panchayats who have done well, to identify and 
provide additional resources and support to those who 
have done poorly and to involve all Panchayati Raj 
Institutions into developing actionable annual health 
plans. The Mitanin Programme is used as an entry point 
for mobilisation of the village. In addition, sarpanch 
sammelans and workshops of panchayat functionaries 
are needed to take this programe forward. As of date 
the Health Development Indix has been estimated for 
3800 out of 9000 panchayats and annual health plans 


are being drawn up based on this. 


(V) Reforms related to quality of care 


(A) Enhancing Quality of Primary Health Care 
(EQUIP) 


This programme is based on recommendations of study 
on workforce management study and rationalisation of 
services using a block level approach. As mentioned 
earlier, this study was undertaken by SHRC as part of 
developing HRD/Training Policy. 


EQUIP programme was initiated in 2003 in 32 of the 
146 blocks with the objective of making at least two 
health institutions in a block capable of providing 
comprehensive obstetric care services. Block level 
planning approach is intended to close gaps in 
infrastructure, manpower, skills and equipments and 
avoid mis-matches. It also sought to improve subcentre 
and PHC services along with the operationalisation of 
the FRUs. The block medical officers have been trained 
to conduct needs assessment and design block specific 
plans. The SHRC facilitated the multi-skilling training 
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programme for medical officers in anaesthesia an 
obstetrics conducted at three tertiary institutions. It als 
undertook the supervision and follow up of trainees. 
This training along with provision of equipment and 
infrastructure like blood banking, ambulance services 
intended to make CHCs as FRUs in the selected 
blocks. Other initiatives to improve the quality of primary 
health care undertaken with the objective of reducing 
maternal and infant mortality in these blocks include”: 


= 24-hour institutional delivery capability in every 
sector PHC by multi-skilling of paramedical 
workers to provide laboratory services and having 


a 24-hour paramedical worker duty roster. 


= Ensuring quality services at sub centre including 


antenatal services 


= Strengthening of Mitanin programme with inclusion 
of visits to newborns on day | & children with fever 
and addressing malnutrition. 


(B) Essential Drug List (EDL), Standard 
Treatment Guidelines (STG) and State Drug 
Formulary (SDF)"! 


To ensure quality and uniformity of care delivered at 
various levels, need was to develop common treatment 
guidelines. To avoid overmedication and promote 
rational use of drugs even in primary care, a list of 
essential drugs and State Drug Formulary has been 
drawn up. Essential drug list, State Drug Formulary 
and standard treatment guidelines for common illnesses 
have been prepared by SHRC. These are graded lists 
for use by health volunteer, paramedical worker and 
yes Me cena ere 


1“ Regional Workshop on Health Sector Reforms: Experiences of 
Select States at New Delhi, 9-10" August 2004. 
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medical officers of PHCs. Training of medical officers 
and ANMs on STGs, EDL and SDF has been 
completed. 


(C) Formation of JeevanDeep Samitis and Quality 
of Care 


The state has evolved clear guidelines for the level of 
services that would be provided in subcentre, PHC, 
CHC and district hospital. This in itself was a quality 
improvement measure. Further it has restructured the 


Hospital Development Committees by 
a. Increasing scope for public participation, 


b. Ensuring that each Committee has a focus of 
developing and implementing an annual plan to 
reach the desired level of services, 


c. Regular evaluation and rating of performance to 
decide on the best and support the weakest 
facilities. 


d. Ensuring that equity concerns are met and user fees 


do not lead to exclusion of poor sections. 


These restructured and reoriented Hospital 
Development Committees (called Rogi Kalyan Samitis 
in undivided Madhya Pradesh) have all been named as 


Jeevandeep Samitis. 


Chhattisgarh, amongst the newer states of India, has 
supported reform process in health sector for better 


health status of its population. 
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Profile of the State 


Indicator 


Population 
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Total Population (in millions) (2001)! 
Population Density (persons per sq. km) (2001)! 
Male Population (%) (2001) ! 

Estimated Urban Population (%) (2001) ! 
Scheduled Caste population (%) (2001)! 


13,47,668 


e 


Scheduled Tribes population (%) (2001) ! Nil 
Total number of disabled persons (2001) ! 15749 


— 
~ 
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Total Fertility Rate (per woman) 
Sex Ratio (females per 1000 males) (2001) ! 961 
Birth Rate (per 1000 population)? 13.8 
Death Rate (per 1000 population) ? 
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Socio-Economic Profile 
Number of Districts 

Literacy Rate (total) (%) (2001)! 
Female Literacy rate (%) (2001)! - (551 
Main workers to total population (%) (2001) ! 3.67 


Water, Environment & Sanitation 


Households using piped drinking water (%)* 


Households having access to a toilet facility (%)* 13.6 
Health Status 


Infant Mortality Rate (per 1000 live births)’ 


— 
~— 


Deliveries assisted by a health professional(%)? 
Health Infrastructure 

Number of Medical College Hospitals (MCH)* 
Number of District Headquarter Hospital (DHH) * 
Number of Total Allopathic Hospitals * 

Number of Community Health Centres (CHC)* 
Number of Primary Health Centres (PHC)* 
Number of sub-centres (SC) 4 


\O 
= 
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| 
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' Census 2001, RGI 

2 NFHS-3, Fact Sheet, 2005-06. 

> SRS, 2004 RGI 

‘MOHFW, Gol (2006),” Bulletin on Rural Health Statistius in India 2006”. 
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GOA 


oa, located on the west coast, is the 25th State in 
Ci. Union of States of India. It was liberated from 
Portuguese rule in 1961 and was part of Union territory 
of Goa, Daman & Diu till 30 May 1987 when it was 


carved out to form a separate State. 


The State is spread over an area of 3702 Sq.kms and 
comprises two revenue districts viz North Goa and 
South Goa. Goa shares its boundaries with Maharashtra 
in the north separated by river Terekhol, with 
Karnataka in the east and south and is bound by 
Arabian Sea in the west. The State comprises 11 
talukas, 383 villages, and 44 towns. For the purpose 
of imple-mentation of development programmes the 
State is divided into 12 community development blocks. 


A profile of the State containing select demographic, 
socio-economic and health indicators is given at the 
start of the chapter. 


The magnificent scenic beauty and the architectural 
splendours of its temples, churches and old houses have 
made Goa a firm favourite with travelers around the 
world. It is also known as ‘Pearl of the Orient’ and a 


“Tourist Paradise’. 


Goa has one of the most extensive health systems in 
India. The Directorate of Health Services primarily 
seeks to provide preventive, promotive, curative and 
rehabilitative health services to the people through 
primary health care approach. In the rural areas services 


are provided through a network of integrated health 


and family welfare delivery system. 


The primary health care infrastructure has been 
developed as a three tier system — sub centres, Primary 
Health Centres and Community Health Centres. Sub 
centre is the most peripheral contact point between the 
Primary health care system and the community. Usually 
the Primary Health Centre is manned by a Medical 


~ Officer and provides out-patient care. Some of the 


PHCs have attached hospitals ranging from 12 to 30 
beds and are headed by a Health Officer. The PHCs 
act as referral units for the subcentres and provide 
curative, preventive, promotive health and family 


welfare services. 


The Community Health Centres serve as a referral centre 
for PHCs. In addition, there are Rural Medical 


Dispensaries (RMDs) in remote.and inaccessible areas 


manned by aRMO and a compounder where regular 
OPDs are conducted. The Directorate of Health 
Services with its network of 5 CHCs, 19 PHCs (13 
with attached hospitals), 172 sub centres, 29 R.M.Ds, 
one medical dispensary provide basic health care 
services to the people of Goa particularly to those living 
in rural areas. The two district hospitals and three other 
specialised/general hospitals under the Directorate also 
serve as referral hospitals. 


There are in all 1234 beds in the hospitals under the 
Directorate of which 424 beds are attached to CHCs 
/ PHCs. There are 17 dental clinics and other special 


clinics for implementation of various national health 
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programmes. There are two homeopathic dispensaries 
and one ayurveda dispensary. Along side, there are 


four urban health centres, one medical dispensary and 
STD clinic. 


Reforms underway in health sector 


(1) Changes in health system organisation, delivery and 
management 


(A) Public Private Partnerships 
(i) Introduction of a Rural Health Scheme! 


Understanding the difficulty faced by the people in the 
rural area Government has decided to provide Health 
Care at the doorstep of the rural people. The 
Government has initiated a scheme wherein Residential 
Private Practitioners are employed by paying a lump 
sum amount of Rs. 6,000/- per month. These 
practitioners conduct OPDs at the sub centres with an 
under taking that they will be available 24 hours a day; 
they have also been allowed to do private practice after 


the office hours. 


(ii) Partnering with NGOs in implementation of 
National Programmes? 


1. HIV/AIDS 


The Goa State AIDS Control Society (GSACS) has 
been collaborating with NGOs since 1999. A number 


' Power Point of Presentation Government of Goa at the 2nd 
Regional Workshop on “Health Sector Reforms in India: Experiences 
of Select States”, at Hyderabad February 14-15, 2005 

Anita .H. (2005), “Health Reforms in Goa: A Prespective on Public 
Private Partnerships in the State of Goa” Paper presented at the 
2nd Regional Workshop on “Health Sector Reforms in India: 
Experiences of Select States”, at Hyderabad February 14-15, 2005. 
and Govt. of Goa (2006), Response to Questionnaire on Health 
Sector Reforms from MoHFW, Gol 


Initiatives from States-II 


of NGOs have been granted projects by Goa State 
AIDS Control Society. The target groups for these 
NGOs include sex workers, prison inmates, truckers, 
rural women, hotel staff, tourism related workers, taxi 
drivers, motorbike pilots, migrant labour, street children, 
HIV patients, mine workers, partners and potential 
partners of sex workers, school children, MSM and 
the general population. 


Exposure cum training was conducted for all NGOs in 
July 2005 at Pune by SOSVA Training and Promotion 
Institute, a mother NGO for capacity building as 
recognised by Government of India. 


2. Malaria Control Programme 


The State of Goa has a State Malaria Control 
Programme and a Field Station of National Institute of 
Malaria Research (earlier known as Malaria Research 
Centre) sponsored by the ICMR. Building contractors 
in the State have been involved in malaria control 
programme. 


It has been made statutory for builders under the State 
Public Health Act to issue of specially designed health 
cards to all labourers working at construction sites. 
These health cards enable monitoring cases of fever 


and malaria for early diagnosis and treatment. 


In 2003, 17666 cards were issued out of which 6556 
cards were renewed. This has helped bring down the 


-number of malaria cases. Deaths due to malaria have 


also declined from 11 in 2000 to 1 in 2005. 
3. Tuberculosis Control Programme 


Partnership with NGOs in implementing RNTCP is in 


Neen al 
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initial phase. In response to the request of State 
Tuberculosis Control Society, only two NGOs have 
responded. The plan for implementation of DOTS is 


being worked out. 


The State Tuberculosis Control Society has so far 
collaborated with the T.B. Association of Goa and with 
schools in the conduct of awareness programmes. The 
T.B. Association also provides financial assistance to 
needy patients. A programme of collaborating with the 
N.S.S. scheme in colleges is being considered. IEC 
material has been translated into the local language with 
the help of private individuals. The Society has also 
distributed information on “RNTCP: A Guide for 
Practicing Physicians’, to private practitioners in the 


State. 
4. Mental Health Programme 


The de-addiction centre run by the Directorate of Health 
Services has counselors from a NGO to support the 
government doctors. This NGO receives funding for 
these counselors from Government of India, The 
Government also supports Kripa Foundation, an NGO 
which operates a rehabilitation centre for drug addicts. 
This NGO has collaborated with the Goa State AIDS 
Control Society in awareness initiatives. The Goa State 
Psychiatric Society has brought together psychiatrists 
from the government, private and the NGO sector to 
draft a Goa Mental Health Policy. 


The Goa Mental Health Policy suggests reforms in: 


lke Strengthening of community mental health 
services 
2 Caring for families of mentally ill persons 
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S: Educational reforms at under graduate and post 
graduate training of mental health personnel 


4. Human rights of mentally ill persons 


The Society had also suggested the setting up of a 
Suicide Prevention Network in the State and has asked 
the Government to support the setting up of a suicide 
prevention 24 hours helpline that will be manned by 
professionals. These recommendations were 


considered by the Government and have been 


approved. 


The Mental Health Policy has been included as one of 
the chapters in the Draft Health Policy which is under 


consideration of the Government. 


(II) Changes in financing methods 


(A) Goa Mediclaim Scheme°* 


The Government of Goa introduced the Goa Mediclaim 
Scheme for the residents of the State to provide them 
special medical facilities in recognised hospitals within 
and outside the State (as per listed facilities) in super- 
specialties for which facilities are not available in the 
Government Hospitals of the State. 


Genesis: This Scheme came into effect on 9" August 
1999 and has undergone subsequent modifications ever 
since. 


Eligibility criteria: All permanent residents of Goa 
figuring in the voter’s list or holding permanent ration 


card, including minor dependents whose family income 


> Govt. of Goa, Dept. of Public Health, Notification No. 3/94-92/1/ 
PHD, dated 28" September 2000, No 13/94-92/I/PHD (part) dated 
8/1/2002, No 13/94/92-I/PHD/ Part I Dated 17/12/2004 
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does not exceed Rs 1,50,000 per annum, are eligible 
for medical facilities under this Scheme. In addition, 
retired State Government employees (subject to 
fulfillment of conditions except monetary ceiling) are 
also eligible. In terms of procedure, the Medical 
Superintendent is required to issue a Mediclaim 
Certificate based on the recommendations of the unit 
_ head of various departments or senior consultant, after 
ascertaining that the particular case cannot be treated 
at Government Hospitals in the State of Goa including 
the Goa Medical College. Based on this certificate, the 
Director of Health Services issues a letter for Mediclaim. 
Alternatively, if the patient has approached a recognised 
institute outside Goa for treatment, which is not available 
in Government Hospitals in Goa, without Mediclaim 
certificate, he applies directly to the Director of Health 
Services along with the relevant papers. The Director 
of Health Services, after the required scrutiny, submits 
such cases for the approval of the Government in 


relaxation of the prescribed procedure. 


Treatment covered & amount insured: The super- 
specialty treatment available under the Scheme includes, 
neurological disorders; cardio-thoracic surgery; kidney 
transplantation; plastic surgery; radio therapy; total 
replacement of joints and any other major diseases/ 
illness for which treatment facilities as certified by the 
Medical Superintendent of the Goa Medical College 
are not available in the Government Hospitals in the 
State. Under this scheme, financial assistance to the 
maximum extent of Rs. 1.50 lakhs per illness is 
provided, since the year 2002. However, in the case 
of medical treatment such as kidney transplantation/ 
open heart surgery, cancer and neuro surgery, the 


aforesaid limit is to the maximum extent of Rs. 3,00,000 
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with medicines for post operative care. 


Expenses covered: Actual expenses necessarily 
incurred in a hospital in respect of room, board and 
nursing expenses, I.C.U; surgeon’s and anaesthetist’s 
fees, anaesthesia, blood, oxygen, operation theatre, 
surgical appliances; diagnostic materials and X-rays; 
medical practitioner’s consultant’s and specialist’s fees; 
and medicines and drugs are reimbursed. In cases where 
a patient is treated in any government hospital in the 
State for knee / hip replacement, chemotherapy/ cancer 
treatment, the actual expenditure incurred on 
procurement of implants, drugs, medicines is reimbursed 
to the patient on receipt of his/her application, limited 
to 60% mediclaim amount. 


Procedure for applying: The patient himself or any 
member or his family applies for the medical assistance 
under the Scheme. The application is addressed to the 
Director of Health Services (Mediclaim Cell), Panaji, 
in the prescribed format (Form ‘C’ or Form ‘*D’) as 
the case may be. The application needs to be 
accompanied by an income certificate issued by the 
Mamlatdar in Form ‘B’ and the Mediclaim certificate 
issued by the Medical Superintendent, Goa Medical 
College in Form ‘A’. On receipt of application, the 
Director of Health Services issues a letter to the 
concerned Hospital, in Form ‘E’ undertaking to bear 
the responsibility of meeting the expenditure on the 
medical treatment to the maximum extent of Rs. 1, 50, 
000/- per illness. 


Settlement of Bills: The bills for the entire admissible 
hospital expenses are submitted by the recognised 
hospitals directly to the Director of Health Services, 


Mediclaim Cell and are settled by the Director of Health 
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Services through Demand Draft by presenting the bills 
to the Director of Accounts. In case of other hospitals, 
patients are required to settle the bills and then submit 
the bills which are countersigned by the hospital 
authorities to the Director of Health Services for 
reimbursement. However such patients before 
proceeding for treatment invariably need to obtain the 
letter of authority in Form-E from the Director of Health 


Services. 


Coverage: The Government has spent Rs. 8.00 crores 
up to 31st December 2004 and 1135 beneficiaries have 
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availed this facility. The number of beneficiaries and 
the amount spent under this scheme during last 3 years 


are as given below: 


2003-04 8.86 Crore 1078 


2004-05 | 8.00 Crore 1135 Lee 


HARYANA 


HARYANA 


bnagar 


Mahendrage 


¥. 
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Profile of the State 


Indicator 


Population 


Total Population (2001)! 2,11,44,564 
Population Density (persons per sq. km) (2001) ! 477 


Male Population (%) (2001) ! 

Estimated Urban Population (%) (2001) ! 
Scheduled Caste population (%) (2001)! 
Scheduled Tribes population (%) (2001) 
Total number of disabled persons (2001) ! 455040 


26-32 
a ee) 
19.3 


> 


Total Fertility Rate (per woman) * 2.69 
Sex Ratio (females per 1000 males) (2001) ! 861 
Birth Rate (per 1000 population) ° 25.1 


Death Rate (per 1000 population) ° 


oy 
— 


Socio-Economic Profile 


Number of Districts 
Literacy Rate (total) (%) (2001)! 68.51 
Female Literacy rate (%) (2001)! 56.31 
47.19 
Population Below Poverty Line (%)* 8.74 


— 
\O 


Main workers to total population (%) (2001)! 


Water, Environment & Sanitation 


Households using piped drinking water (%)* 61.1 
Households having acess to a toilet facility (%)? 32.3 
Health Status 

Infant Mortality Rate (per 1000 live births)’ 

Deliveries assisted by a health professional (%)? 54.2 


— 


\ 


Human power 


Zz, 
> 


Number of Allopathic Doctors in government agencies 
2644 
2544 


Number of multipurpose health worker female/ ANM* 


Number of health worker male* 


Health Infrastructure 

Number of Medical College Hospitals (MCH) * 
Number of District Headquarter Hospital (DHH) * 
Number of Total Allopathic Hospitals* 

Number of Community Health Centres (CHC) * 
Number of Primary Health Centres (PHC) 4 


a) + 


& 
o 
oO 
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Number of sub-centres (SC)* 2433 


Health Financing 


Per capita public health expenditure (Rs. in Millions) ° 184.57 


‘Census 2001, RGI 

*"NFHS-3, Fact Sheet, 2005-06. 

> SRS 2004, RGI 

“Response by State Government to Questionnaire on Health Sector Reforms from MOHFW/Gol 
*http://haryanahealth.nic.in/ADDITIONALDOCS/ATAGLANCE.DOC; site last accessed on 28" August 2006 
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HARYANA 


aryana’s legacy in history goes back to the period 

f Mahabharata; it is the land where Ved Vyas 

penned the great epic. It is aptly called ‘Gateway to 

Northern India’ as a number of decisive battles were 

fought here by Huns, Turks, Tughlaks and Mughals, 
who established their rule in India. 


Haryana became a separate state of Indian Republic 
on November 1, 1966. It is spread across 44212 
_ Sq.kms and administratively divided into 19 districts, 
4 divisions, 45 sub divisions, 67 tehsils and 114 blocks. 
There are 84 towns and about 7000 villages. The major 
economic activity is cultivation with 80% of its 
population engaged in agriculture. Selected indicators 
showing the profile of the state is given at the beginning 
of the chapter. 


Organisation of health services system: 


The Director General of Health Services is the head of 
the Health Department. Various units viz. family welfare, 
training, malaria, support services and laboratory are 
headed by Directors of Health Services. The State 
health department implements all national health 
programmes and others programme like drug de- 
addiction and drug control. Public health institutions in 
Haryana are mapped in Geographic Information 


System (GIS) at district level. 


Infant mortality rate of the state is lower than the national 
average of 70 per 1000 live birth (2001)'. Overall 


hittp://haryanahealth.nic.in/ADDITIONALDOCS/ 
ATAGLANCE.DOC site last accessed on 25" June 2006 


literacy rate in the State is about 68%. Haryana is 
amongst the states having lower sex ratio than the 
national average of 933 females for 1000 males. 


Haryana is one of the states where European 
Commission assisted Sector Investment Programme is 
being implemented through the Government of India 
starting August 2003 for a period of about 31/2 years. 
Major activities under this programme include re- 
structuring and strengthening of Directorate of Health 
Services, workforce management, procurement and 
logistics systems, financial management systems, 
formation of integrated district health societies, quality 
of care and strengthening of health facilities 
infrastructure. 


Reforms underway in health sector 


(I) Changes in health system organisation, delivery and 
management 


(A) Decentralisation 


(i) Amalgamation of existing societies of 
different vertical health programmes 


Decentralisation was one of the first changes introduced 
in the health system under the EC supported Sector 
Investment Programme whereby both administrative 
and financial powers have been delegated from state 
to sub-district level. This reform initiative was 
introduced with the aim of decentralising planning and 


decision making process in the health sector. 


Ea aaa eaaacecaecaceaaaamccaaaameememeaaemmmmmmmmacmmacammmmammmael 


{GSES SBR BTEC 5S TRIER. 2S ES SE AS oT aera eae eee, 
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Replacing the old societies under various national health 
programmes, new integrated health and family societies 
have been formed at state, district and sub-district level. 
These societies are responsible for the management of 


health system at their levels. 


At the state level, State Health and Family Welfare 
Society has been formed by amalgamating all the vertical 
societies of different health and family welfare 


programmes. 


At district level, District Health and Family Welfare 
Society (DH&FWS) has been formed by merging 
existing societies under various vertical programmes. 
Additionally, at the sub-district level, Swasthya Kalyan 
Samitis were formed to support the DH&FWS in 
undertaking health activities at CHC/PHC and below. 


DH&FWS are registered societies with the District 
Collector as chairman of the governing council (the 
decision making body of the society) and civil surgeon 
as chairman of the executive committee (implementation/ 
execution body). These societies are responsible for 
taking administrative and financial decisions at the 
district level. For smooth functioning of the society, there 
are programme committees and sub-committees within 
the executive committee of DH&FWS and SKS. While 
the administration is merged, accounts of each vertical 
society are maintained separately. 


Managerial and financial capabilities are vital to apply 
decentralisation in practice especially at the district level. 
With an aim to build capacities of the staff, a number of 
regional workshops have been conducted to orient the 
staff on decentralisation including the process of 


decentralised planning. 
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With the intention of providing guidelines for financial 
management including procedures for maintenance of 
accounts, the State Government brought out an 
operational manual on financial management. This 
manual was circulated to all District Health and Family 
Societies. This manual drafted in simple language 
contains byelaws of financial management including 
definitions, guiding principles of payments, action plan 
& budget, management of funds, withdrawal and 
disbursement of funds, purchase system and civil works. 
The manual also prescribes duties and functions of 


various officials (executive manager, accountant and 


computer operator) of each Society. To supplement 
this, all the concerned staff up to PHC level has been 
trained in managing society funds; and the drawing and 
disbursing officers (mostly senior medical officers) have 


been trained in accounts. 


The governing council of societies has delegated financial 
powers to the office bearers of DH&FWS with approval 
of SH&FWS/Government. A system of rep-orting has 
been established for monitoring the functioning of 
DH&FWS and SKS. The DH&FWS and SKS report 
on physical and financial achievements on a monthly 
and quarterly basis along with a qualitative report 
underlining the problems encountered in the 
implementation of various activities. Based on this, 


suitable remedial measures are adopted. 


The government has recognised the importance of 
building capacities of health personnel as well as PRI 
members to function effectively in a decentralised health 
system. This has been identified as a key area in 
improving the health system of the State. 


* No.EC/SIPO/C-1/2001 dated May 2", 2001 
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(ii) Delegation of administrative powers? 


In order to fasten the planning and decision making 
process as well as to resolve local problems in a timely 
and effectively manner at district level and below, 
administrative powers have been delegated to various 
officers from PHC to district level. 


Administrative powers have been defined at the level 
of MO I/C PHC, SMO I/C CHC, SMO I/C or 
Medical Superintendent of Civil Hospital and Civil 
Surgeon. These powers include sanction of casual/ 
earned leave, approval of tour programme of staff, 
deputation of medical/paramedical staff within the block, 
preliminary enquires into complaints against paramedical 
staff and initiating & reviewing annual confidential 
report. Civil surgeons have been granted powers for 
increments and relocating manpower with approval of 
District Health and Family Welfare Society. 


This reform was first piloted in three districts in 2001 


and then implemented in all districts since 2003. 


(iii) Transfer of sub centres to Panchayati Raj 
Institutions’ 


Administration of 347 sub centres was transferred to 
local PRIs as a pilot project in three districts of the 
State namely Yamunanagar, Ambala and Karnal in 
2001. Under this arrangement, the existing health 
workers of the sub centre retained their status and 
received salaries from the State Government but any 
vacancy arising out of retirement/promotions or other 
eventuality was filled by the PRI. The PRIs recruited 
locally available personnel on contract basis. Such 


appointments do not exceed 25% of the posts. 


' PROD Reference NO.33 at www.prod-india.com last accessed on 
February 22™, 2006 
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The responsibilities and functions of PRIs included: 


(a) management of day-to-day functioning of the sub 
centre 


(b) provision and maintenance of sub centre building 


(c) levying of user charges with due approval of 
DH&FWS 


(d) review delivery of national health programmes 


(e) provision of accommodation to staff of sub centre 


on arent free basis 


(f) enforcement of discipline amongst the staff 


Under this Scheme, the government continued its 
function of supervising staff and providing medicines & 
other supplies through Zila Parishad/Zila Panchayat 


The PRI members have received training in various state 
and national health programmes prior to undertaking 


management of sub centres. 
(B) Public Private Partnerships 


To overcome the problem of resource crunch in the 
state exchequer and to provide quality health care 
services to the citizens, the Department of Health, 
Government of Haryana has promoted several initiatives 
of Public Private Partnerships. These include: 


(a) District and hospital societies have been permitted 
to enter into contractual relationships with private 
partners to provide hospital support services 
through contracting out and contracting in of 


Services. 


(b) Package of primary health care services are being 
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provided to urban poor by private practitioners for 
an annual capitation fee subsidised by government. 
The scheme, named as Vikalp, has been extended 


to rural population in four districts. 


(c) Installation and operation of diagnostic services in 
government hospitals by private partners is under. 


consideration by the government. 


(d) Ambulance services are being operated by private 
partners on a self sustaining basis. Nearly 30 % of 
the ambulances are working under this arrangement. 


Recognising the potential of Public Private Partnership 
(PPP) approach and sensitive to the need to carefully 
design and manage the initiative, the Department of 
Health, Government of Haryana has developed a Policy 
Framework for PPPs in health care in Haryana. This 
policy framework proposes guiding principles and 
models for PPPs. It also identifies options and specific 
areas for PPP and partnerships with NGOs. Wide 
spread consultative processes were held with various 
stake holders viz professional bodies, NGOs, private 
partners and concerned government officials during 


the preparation of the policy document. 
(C) Provision of affordable cost of treatment? 


Pharmacies in government hospitals had stocks of some 
basic drugs and drugs supplied for National Health 
Programmes; and are inadequately stocked to provide 
all types of medicines to the patients. In such conditions, 
the patients are forced to buy medicines from outside 


retail drug stores which are expensive. 


* Power Point Presentation by Govt of Haryana at the 1“ Regional 
Workshop on “Health Sector Reforms: Experiences of Select States” 


at New Delhi on 9-10" August 2004 
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With the intention of bringing down the cost of drugs to 
an affordable level, the Government has negotiated with 
the chemist associations in the state to reduce the prices 
of generic medicines. Doctors in the government 
hospitals have been directed to prescribe only generic 
medicines to all patients who purchase the same at Fair 
Price Medical Shops set up in Government hospitals. 
Asa supplementary measure to promote generic drug 
prescription, promotional activities of medical 
representatives of pharmaceutical companies have been 


banned in all government hospitals. 


A drug inventory of all essential medicines has been 
prepared and made available in all health institutions. 
The Fair Price Medical Shops stock all such drugs as 


prescribed in this inventory. 


It has been observed that this scheme has improved 
the availability of free/low cost drug availability at all 
government hospitals which, in turn, has increased the 


outpatient attendance. 


(D) Computerisation and Management 
Information System (MIS)° 


Efficient management information system is an integral 
component of modernisation of health system and 
facilitates effective planning and decision making 
process. The state government rightly realised the role 
of computerisation and internet connectivity in making 
the management information system efficient: and 
developed an information technology plan for health 
department. 


> Power Point Presentation by Govt of Haryana at the 1° Regional 
Workshop on Health Sector Reforms: Experiences of Select States 
at New Delhi 9-10" August 2004 
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Some of the measures introduced under this plan are — 
all districts have been electronically connected with 
establishment of dial up networking facility in all district 
offices. This system has enabled electronic transmission 
of reports to the state headquarters thereby reducing 
the time in transmission; computerisation of drug 
inventory system for better management of drug supply. 
For optimum utilisation of the above facilities, staff at 
state and district levels has been trained in computer 
operation. Electronic attendance register for field 
functionaries has also been put in place. 


To rationalise the MIS for effective data transmission, 
the registers to be filled by health workers have been 
redesigned and the number reduced from 13 to 5. 


Additionally, the new registers have been digitalised. 


(II) Changes in financing methods 


(A) Retention of user fee and other means to raise 
resources by Swasthya Kalyan Samitis 


The funds collected through user fees in government 
hospitals were deposited in the State treasury. With a 
view to improve utilisation of user fee collected ina 
more meaningful way, the State Government sanctioned 
retention and utilisation of user fees collected at health 
institutions at sub-district and district level®. This order 
also allowed the Swasthya Kalyan Samitis (SKS) to 
raise additional resources through grant-in-aid, 
donations and leasing out of vacant land in the premises 


of health institutions. 


This was initially implemented in three project districts 


(Ambala, Karnal and Yamunanagar)’ on a pilot basis. 


© Memo No.20/98/2000-5HB-III dated August 12, 2003 
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A system was put in place to account for daily collection 
of funds, expenditure and provision of exemption to 
patients belonging to BPL families. Since 2004, the 
retention of user fee has been sanctioned in all districts®. 


User fees are charged for various services e.g., 
registration, pathological and radiological tests in all 
government health institutions from PHC onwards. 


Orders have been issued from time to time to streamline 
the system of user fee collection and its utilisation. All 
health institutions and societies in the district use 


prescribed forms for collection of user charges. 


Patients from BPL families are exempted from paying 
the user fees on the recommendation of the treating 
physician and Medical Superintendent/Senior Medical 
Officer in-charge of the concerned hospital. There is 
no compulsion for the patient to produce any 
documents/records as proof of the same. An upper 
ceiling on the number of free patients has been fixed at 
25% of the total patients. The societies and health 
institutions maintain a separate register for this purpose 
and submit the same along with monthly reports. 


All the funds collected by way of user charges are 
deposited in the respective District Health and Family 
Welfare Society/SKS? and monthly expenditure report 
on the prescribed proforma is submitted". The Society 
consolidates the information received from other offices/ 
institutions in the district and sends the consolidated 


receipt and expenditure report to the State. 


The user fee collected is utilised for improvement in 


7 No. 3/2-EC-IV-2001/684-87 dated August 13, 2003 
8 Memo.No. 3/78/92-3HB-III dated January 16, 2004 
® No.3/2-EC-2004/926-944 dated March 22, 2004 

0 No.EC/SIP/04/1351-69 dated April 28 2004 
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provision of quality health services. Guidelines have 
been issued indicating the purposes for which 
expenditure could be met out of retention of user fee"’. 
All DH&FWS prepare an annual plan of activities along 
with the budget to be utilised from funds of user charges 


which is approved at the state level’. 


Some of the activities for which user fee are utilised are 
repair, maintenance and upkeep of health institutions 
supply of emergency/essential medicines and 
consumables meeting contingent expenditure 
contracting in of specialists to provide part time services 
whenever deficit maintenance of ambulance services 
improving boarding/lodging arrangements for patients 
and attendants contracting out/out sourcing of support 
services like cleaning, laundry, cooking, diagnostic 
services and any other activity as decided by State 
Health &Family Welfare Society (SH&FWS). 


The DH&FWS and SKS have been granted autonomy 
to revise the user charges when deemed necessary and 
the same is intimated to the State Government. 


The process of user fee collection and utilisation requires 
building and strengthening the capacities of the staff 
especially in financial aspects. To meet these needs, 
orientation and training workshops for preparing plans 
and budgets based on the expected revenue have been 
conducted for the staff; a financial management manual 
has also been prepared and circulated for use; and staff 
up to PHC level has been trained in financial 
management. 


(1) Reforms related to human resources 


'' No.2PM-04/1527-45 dated February 5, 2004 


ee No.3/2-EC-2004/926-944 dated March 22, 2004 
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(A) Induction training of medical officers and 


paramedical staff 


In the changing health sector scenario it is essential that 
senior level officers in health department are trained in 
public health and management so that they are able to 
meet the newer challenges of a decentralised health 
system wherein they are to take administrative and 


financial decisions. 


The medical education curriculum in the country does 
not adequately equip the fresh graduate to deal with 
community health especially in terms of primary health 
care. The post of medical officer in PHC/CHC involves 
considerable managerial and financial responsibilities 
for which medical students are not trained. To bridge 
these gaps and to improve the quality of primary health 
care services, an induction training programme has been 
designed for fresh recruitments in medical officers’ 


cadre. 


The Government of Haryana has also issued orders 
making public health training essential for appointment 
as district CMO. At least 2 officers from district health 
system of all districts have undergone 12 week short 
term course in public health management designed and 
conducted by the National Institute for Health and 
Family Welfare, New Delhi. 


(B) Mainstreaming of ISM practitioners 


To increase the participation of practitioners of Indian 
System of Medicine and Homeopathy (ISM&H) in 
delivery of health services especially national health 
programmes and primary health care, these 
practitioners from all districts have been under the 


ee 
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Sector Investment Programme. 


(C) Cadre restructuring and creation of specialist 
cadre 


Cadre restructuring was carried out in the year 2003- 
04. All the categories of staff were reviewed and the 
department was reorganised. Many categories of staff 
were placed under diminishing cadre and some were 


abolished to be replaced by other categories. 


Specialist cadre, though to be implemented from 2007, 
has been initiated under a placement policy according 
to which no specialist is placed at PHCs till all the CHCs 
have the required specialists. 


(IV) Involving community in health service delivery and 
provision 


(A) Women Group Leader Programme” 


The percentage of women who undergo institutional 
delivery is low (17%) thereby increasing the risk of 
maternal and infant mortality. Sex ratio in Haryana is 
among the lowest in the country. Low literacy levels 
coupled with strong patriarchal society have contributed 


to low status of women in Haryana. 


In this context, the SIP launched a programme called 

Women Group Leader Programme in three districts in 
2001.This programme was inspired by Integrated 
Women Empowerment and Development Programme 
(IWEDP) Project of the Department of Women and 
Child Development. 


Under this Programme, women were selected to act 


' PROD Reference No.96 at www.prod-india.com accessed on 
February 22, 2006 
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as change agent and were called ‘Sanjeevani’. Criteria 
for selection of these women required that the woman 
is literate (at least matric pass) with communication skills 
and leadership qualities, to be an active member of 
women groups like Mahila Mandal/Mahila Swasthya 
Sangh, not to be the wife of government servant and 
not to have more than three children. The selection was 
made by a committee consisting of district training 
officer, medical officers in charge of concerned CHC 
and PHC. 


The selected women were given 10 day residential 
training on issues of literacy, health care, maternal and 
child health care, nutrition and sexually transmitted 
diseases including HIV/AIDS and accounts and record 
keeping. 


After receiving the training, these women worked on 
voluntary basis towards health and development of 
women. They conducted meetings in villages on a 
specific day of the week with a group of women called 
‘Jagriti Mandali’. The discussions in these group 
meetings revolved around issues of female literacy, 
health of women particularly antenatal and post natal 
care, family planning, nutrition, sanitation, delaying age 
of marriage & childbirth, immunisation and child care. 
These meetings also generated awareness on existing 
health programmes and facilities offered by the 
government. The Block Extension Educator too 
attended these meetings and informed of new schemes 


launched by the government. 


This scheme after running successfully for two years 
was Officially halted in 2003; but has left behind a group 
of motivated and learned women to guide other women 


and adolescent girls. 
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Profile of the State 


Indicator 


Population 


Total Population (in millions) (2001)! 

Population Density (persons per sq. km) (2001) ! 
Male Population (%) (2001) ! 48.58 
Estimated Urban Population (%) (2001) ! 25.96 
Scheduled Caste population (%) (2001)! 
Scheduled Tribes population (%) (2001) ! 1.14 
Total number of disabled persons (2001) ! 860794 


31,841,374 


Total Fertility Rate (per woman)? 

Sex Ratio (females per 1000 males) (2001) ! 
Birth Rate (per 1000 population)’ 

Death Rate (per 1000 population) ? 
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Socio-Economic Profile 
Number of Districts 
Literacy Rate (total) (%) (2001)! 90.86 
Female Literacy rate (%) (2001)! 87.72 

Net State Domestic Product* (at current prices of 2003-04) 78933 Crores 
32.29 
Population Below Poverty Line (%)° i272 


Main workers to total population (%) (2001) ! 


Water, Environment & Sanitation 


Households using piped drinking water (%)? 24.6 
Households with access to a toilet facility (%) 96.0 


Infant Mortality Rate (per 1000 live births)’ 


Deliveries assisted by a health professional? eed 


— 
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Humanpower 
5167 

1094 
Number of health worker male’ 1037 
Number of Health Assistant (Female) / LHV’ 5529 (JPHN) 
Number of Health Assistant (Male) ’ 3457 (JHI) 
Health Infrastructure 

Number of Medical College Hospitals (MCH) ’ 
Number of District Headquarter Hospital (DHH) ’ 


Number of Allopathic Doctors in government agencies® 


Number of multipurpose health worker female/ ANM 
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Number of Total Allopathic Hospitals’ 1273 


[Number of Paty Heat Contes PHO) 


‘Census 2001, RGI 

> NFHS-3, Fact Sheet, 2005-06. 

SRS 2004, RGI 

*Economic Review 2004, Government of Kerala 

*>Economic Review 2002, Government of Kerala 

° Economic Review 2003, Government of Kerala 

" Response of State Government to Questionnaire on Health Sector Reforms MOHFW/Gol 
* MOHFW, Gol (2006), “Bulletion on Rural Health Statistius in India 2006.” 

* Demand for Grants and Detailed Budget Estimates 2004-05, GoK 
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KERALA 


Ke ‘God's Own Country’ is a narrow strip of 
fertile land on the south-west coast of India. 
Historically, Kerala occupies an important place since 
the European discovery of India was through this tiny 
State. Ancient Kerala occupied a unique position in 
commercial world owing to its rich harvest of spices 
which were exported far and wide. Search for this 
unique land in the east saw the arrival of the Portuguese, 
Dutch and later the British to Kerala thereby influencing 
local art and culture. 


Post independence, the State of Kerala came into being 
by unification of Malayalam speaking regions of 
Thirukochi and Malabar on 1** November 1956. 
Administratively, it is divided into 14 districts, 63 taluks, 
1452 revenue villages, 52 municipalities/towns and 2 
corporations stretching over an area of 38,863 Sq.kms. 
The State has dense forest cover with diverse flora 
and fauna and has a network of 44 major rivers and 
lakes on the backwater system. The economy is largely 
agrarian (coir industry, fishing) supplemented by the 


vast mineral resources along the coast. 


The State has the distinction of highest literacy rate, 
lowest birth rate and lowest infant & maternal mortality 
rates. Kerala model of development is often cited as 
the road to development. A detailed table indicating 
the profile of the State is given at the begining of the 
chapter. It is the only state which has achieved the goals 
of ‘Health for All’ owing to the availability of facilities 
for primary health care, their accessibility coupled with 


high awareness and acceptability among the people. 


The health department performs the chief function of 
delivery of primary health care including preventive, 
promotive, routine curative and rehabilitative services. 
Other activities include establishment and maintenance 
of medical institutions with necessary infrastructure, 
control of communicable diseases, rendering of family 
welfare services including maternal and child health 


services, implementation of National Disease Control / » 


Eradication programmes, providing curative services 
and administration including analytical and public health 


laboratories. 


Reforms underway in health sector 


(A) Constitution of Specialty Units/Specialty 
Cadre 


A One Man Commission (Prathapan Commission) had 
been constituted by the Government of Kerala to 
examine the job descriptions of the government doctors 
and study their career prospects and make suitable 
recommendations. The Commission noted that while 
many post graduates and super specialists were 
available in the State, they have been listed in the general 
list. The specialists worked in situations of inadequate 
facilities and equipment and their expertise has not been 
utilised by the public. This situation was seen as neither 
beneficial to the public nor the specialists. 


The Commission endorsed the recommendation of the 


earlier Pai Committee to set up specialty units in 
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government hospitals from taluk hospitals upwards. 
Consequent to this recommendation, the government 
has established specialty units in general hospitals, 
district hospitals and in specialty hospitals. Prathapan 
Commission recommended creation of separate 
specialty cadre/units in all hospitals having 100 or more 
beds in a phased manner. Further, the Commission 
recommended that on establishing the specialty units 
& cadre, the available specialists and super specialists 
in the Kerala Health Services are to be posted in these 
units. 


The implementation of specialty system has been 
approved and orders issued' to establish specialty units 
in all hospitals having 100 or more beds and in specialty 
hospitals. A standardised pattern of units and specialists 
in different types of hospitals has been designed for the 
pur-pose of uniformity. The specialty cadre was 
implemented with effect from 2002 by suitably 
earmarking the specialist posts within the existing posts. 


To meet the requirement of specialists, the Government 
of Kerala expanded the scope of post graduation 
courses in medicine and started these courses in different 
tertiary level hospitals with due approval from the 
National Board of Examinations.’ As a result, post 
graduate course in Maternal and Child Health is now 
being offered at the Women & Child Hospital, 
Trivandrum and DNB in Psychiatry is offered by the 
Mental Health Centre, Trivandrum. 


(B) Policy for Procurement of Drugs and Supplies 


The essentiality of drugs and their quantity varies 


according to the type of health institution, its location 


'G.O. (MS) No. 120/2002/H & FWD dated May 28" 2002. 
> Govt. of Kerala (2005) Response to Questionnaire on Health 
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and nature of clientele. Hence, a Committee of Experts 
had been constituted to update the Drug Formulary 
(developed in 1999) and suggest the list of essential 
drugs and supplies to be made available in health 
institutions of different levels. Provision was made for 
revision of this list taking into account the emerging 
disease pattern. In order to make procurement of 
essential drugs and supplies transparent and cost 
effective and to purchase standard quality items, it was 
felt essential to put in place a procurement policy. Thus, 
the government has formulated the Policy for 


Procurement of Drugs and Supplies? with the aim of 


~ delineating a strategy for ensuring availability of specified 


quality drugs and supplies at the appropriate place and 
time at a competitive price. The Policy came into effect 
from 2004-05 and will be reviewed after 3 years. 


To ensure that proper assessment of drug requirement 
based on factors like past consumption, prevailing 
disease pattern, demographic and epidemiologic 
transition took place, a committee has been set up at 
every health institution in the State. The committee is 
headed by the Chief Medical Officer; pharmacist and 
head nurse/nurse are other members. At the State level, 
a committee of experts has been constituted for the 
Directorate of Health Services and Directorate of 
Medical Education. These committees assess the 
requirements on an annual basis and procurement is 
made accordingly by the Central Purchase Committee 
(CPC). The CPC makes the procurement according 
to the directives spelt out in the Policy. 


(C) Modernising Government Programme (MGP) 
and Service Delivery Project (SDP)? 


3 GO(P) No. 264/2004/H&FWD dated October 7" 2004. 
* Sector Reform cell, Directorate of Health Services, GoK(2004), 
“Health Sector Reforms in Kerala” 
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The Modernising Government Programme (MGP) has 
been drawn up as part of the strategy of Government 
to overhaul and improve its services to the people of 
the State. The thrust in MGP is to facilitate public 
servants and elected officials to serve the citizens of 
Kerala more effectively, efficiently and equitably with 
greater accountability.’ This transformation was 
intended to facilitate the achievement of the human 
development and poverty reduction targets envisaged 
in the Tenth Five Year Plan. 


The Council of Ministers had approved the strategic 
implementation plans for MGP in October 2002. The 
programme consists of 100 initiatives in the themes of 
minimum needs programme, enabling environment for 
economic growth and employment generation, fiscal 
sustainability, core government and local self 
governments. 


For implementation, the MGP includes five fast track 
projects namely service delivery project, poverty 
alleviation project, information access to citizens in key 
offices, simplification of rules and procedures in 
government and simplification of rules and procedures 


in local self governments. 


Under this programme, there are five initiatives in health 
department: (a) study for setting minimum standards 
and costing in government health institutions, (b) 
finalisation of referral protocol, (c) formulary for drug 
prescription, (d) review of procurement practices and 
introduction of computerised management system, and 
(e) strengthening health extension interface with self help 


groups.° 


cD 
’ http://www.keralangp.org/index.php, site last accessed on October 
29" 2006 
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One of the fast track projects under MGP is Service 
Delivery Project (SDP) which is grounded in the general 
initiatives under MGP that pertain directly to service 
delivery issues. It seeks to improve the quality of services 
delivered by Government to the people particularly the 
poor. 


Under SDP, institutions have been selected in select 
Departments and developed as models for service 
delivery’. For the purpose of developing models, 10% 
of PHC (99)/CHC (17), 25% of Taluk hospitals (14), 
and 36% of District hospitals (4) have been selected 
on the basis of backwardness of health and 
demographic indicators, SC/ST population, high risk 
areas (coastal belt, hilly areas and slums) and lack of 
major private/medical college hospital. 


(D) Standardisation of health institutions in Kerala 
Health Services Department 


Kerala has evolved a vast network of health institutions 
(more than 6000 including sub centres) and has the 
distinction of having at least one health care delivery 
institution in every Panchayat of the state. However it 
was noted that the establishment of these institutions, 
manpower posting, facilities and equipment provision 
did not follow a standard protocol leading to 
underutilisation in some and overloading in others. In 
this scenario, the Director of Health Services constituted 
a Committee to recommend standards for service 
delivery, infrastructure, equipment and staff pattern of 
health care institutions under the Sector Investment 


Programme. 


The Committee studied all levels of health institutions 


7 Govt. of Kerala (2005), Response to Questionnaire on Health 
Sector Reforms from MOHFW/Gol 
® GO. (MS) No. 98/04/GAD dated May 14" 2004, 
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in the State and recommended to standardise the 
service provision, infrastructure, manpower and 
equipment at various levels of institutions. The 
Committee prescribed standards for the above 
parameters at all levels of health institutions with a 
system of hierarchy from sub centre to District hospital. 
The recommendations are in the initial phase of 
implementation and coincide with MGP and SDP 
wherein a certain proportion of the government health 
_ Institutions are selected for setting minimum standards 


of service delivery. 


Action for most of the initiatives included in MGP has 
been initiated e.g., State Training Policy, Drug Formulary 
and Drug Procurement Policy and creation of specialty 


units & cadres. 


(IL) Changes in health system organisation, delivery and 
management 


(A) Autonomy to health institutions 


(i) Hospital Development Committee and 
Hospital Development Society 


Kerala is one of the first states to recognise the need 
for community involvement and participation in the 
management of health institutions and planning for health 
services. As such hospital committees were formed 
with representation of community and were given 
powers and responsibilities to manage and keep vigil 
on the functioning of health institutions. The committees 
were also allowed to raise resources to supplement 
the grants from state govern-ment for development of 
institutions. 


Initiatives from States-II 


The hospital committees evolved from Hospital 
Advisory Committee and Hospital Advisory and 
Welfare Committee to the present Hospital 
Development Committees (HDCs). HDCs have been 
formed on the basis of recommendation of Pai 
Commission in 1983. Hospital Development 
Committees (HDC) now function in all major hospitals 
including rural hospital/CHC and PHCs*. 


HDCs are democratically constituted bodies whose 
members are both official (members of local 
administration, superintendent/medical officer in charge 


~ of hospital, district medical officer of health, local 


engineers of PHED, B&R and KSEB, and senior nurse 
of the hospital) and non-official (elected representatives 
to the local body/assembly, representatives of major 
political parties, Rotary/Lions Club and social 


organisations). 


These committees have been constituted by the State 
Government in medical college hospitals, district 
hospitals, special hospitals and taluk hospitals. In case 
of other hospitals, PHCs and government dispensaries 
HDCs have been constituted by District Collectors. 


Large hospitals like medical college hospitals have 


Hospital Development Societies which have more 
powers and responsibilities like appointment of staff 
and provision of diagnostic facilities amongst others. 


These committees have functional autonomy and have 
been entrusted with certain rights and responsibilities 
to improve the functioning of the hospitals by ensuring 
better management and service delivery to patients. 
HDCs manage services like supply of essential drugs, 


medical equipment, sanitation, ambulance services and 


°GO.No.(Ms.) 26/83/HDdated 29" J anuary 1983 
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laboratory services. The HDCs have autonomy to 
collect and retain user fee charged for services like 
parking, canteen services, to set up fair price medical 
shops and collect funds through donations and 
contributions. The funds collected are used for purchase 
of medicines, consumables, maintenance of buildings, 
furniture and equipment, construction and civil works 
according to guidelines issued from time to time. The 
committee meets once in three months and undertakes 


institutional visits to review the functioning of institutions. 


A Hospital Advisory Committee consisting of elected 
members of the concerned local body and headed by 
President/Mayor has also been constituted in all health 
institutions from PHC level onwards to redress 
complaints/grievances relating to cleanliness, 
maintenance of infrastructure & equipment, patient care, 
availability of drugs, attendance of personnel and their 
output’. The Committee examines the complaints 
received and forwards appropriate recommendations 


for action to higher offices in State government. 
(B) Decentralisation 


(i) Transfer of control of health institutions to 
local self government bodies 


In an atmosphere where decentralisation was thought 
as a distant possibility in the face of strong departmental 
identities and staff unions, the State government adopted 
a ‘Big Bang’ approach to decentralisation. By this, local 
governments were entrusted with responsibilities before 
building their capacities and funds were transferred to 
them before accountability mechanisms were put in 
place. Sudden transfer of powers and funds intended 


to ensure that responsibilities were carried out effectively 
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and funds were utilised properly. This system made the 
government responsible for effective decentralisation. 
After this initial campaign phase of decentralisation, the 
continued commitment for strengthening decentralisation 
has led to its institutionalisation. 


The Kerala Panchayat Raj Act and the Kerala 
Municipality Act were enacted in 1994. The Act was 
restructured in 1999 to facilitate radical decentralisation 
and 35 Allied Acts were amended in 2000 to incorporate 
specific provisions regarding PRIs. With the local 
governments given exclusive functional domain, the 
State government is progressively withdrawing from 


areas other than economic development. 


Under the decentralisation process in health sector, © 
control of all health institutions has been handed over 
to local governments in 1995. Institutions under 
Directorate of Health Services except five general 
hospitals, five Women & Child and eight specialty 
hospitals have been transferred to local self 
governments. Primary Health Centres have been trans- 
ferred to Grama Panchayat, Community Health Centres 
and taluk hospitals to the Block Panchayats. Health 
facilities in urban areas have been transferred to the 
municipalities and corporations and district hospitals 
to District Panchayats. It is noteworthy that along with 
transfer of institutions and offices, the staff (from district 
medical officer downwards including ayurveda & 
homeopathy staff) has also been transferred to local 
government. The local government has full managerial 
and partial disciplinary control over the staff. 
Recruitment, placement, promotion and payment of the 
staff are still handled by the State Health Department, 


thus placing the staff under dual control. 


° G.O.(Ms)No. 64/2004/H&FWD dated March 9" 2004, 
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In this decentralised system, local governments receive 
one-third of Plan funds and 90% of these funds are 
given in an untied form which the local governments 
use for their own schemes within broad policy 
framework. For the purpose of implementation, the 
State health department still supplies the drugs but all 
other expenses related to running of hospitals have been 


transferred to the local government. 


To operationalise decentralisation participatory local 
level planning is followed. This stage wise system has 
been followed at all levels. The various stages include 
needs identification, situation analysis, strategy setting, 
preparation of plans, plan financing, plan vetting and 
plan approval. The panchayats are free to take up any 
project within the resources available and sectoral limits; 
and the technical advisory committee which vets the 
plan cannot change priorities or projects, they can only 
ask for rectification. The plan approval is done by the 
district planning committee. At the beginning of the 
decentralisation process, this exercise was taken up as 
a People’s Planning Campaign’ to generate awareness 
and mass capacity building amongst community 


members. 


The senior most medical officer is the implementing 
officer at the local government level. To realise the 
devolving of powers to local bodies and for effective 
and efficient functioning of decentralisation process, the 
State government has initiated a number of training 
courses and workshops. Training in decentralised 
planning methods is provided by Institute of 
Management in Government (IMG), the Kerala Institute 
of Local Administration and the State Planning Board. 


The government is issuing guidelines and information 
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on a regular basis and also as and when necessary to 


implement the health programmes. 


Studies done on decentralisation of health with 
reference to Kerala have brought out both positive and 
negative aspects of decentralisation. While community 
participation in planning has increased, the opportunity 
is not fully realised due to lack of expertise and absence 
of full involvement of technical personnel. Others have 
pointed out the inadequacy of resource allocation, 
smaller size of projects, and lack of technical expertise 
and personnel for planning. Another study conducted 
by ACMCHSS, SCTIMST and Kerala Health 
Services to provide an approach to assess PHC 
performance under decentralised government 
concluded that active panchayat support to PHCs 
existed in only few places but wherever it was present, 
the result was positive. The study suggested that 
government evolve an institutional mechanism to 
formalise community support in a comprehensive 
manner by putting in place appropriate strategies; PHCs 
and panchayats need to look beyond patient care to 
other spheres of health and involvement of non- 
governmental agencies at panchayat level to translate 
peoples’ health needs into fundable projects so that 
appropriate fund transfer takes place. 


Some of the positive aspects of decentralised planning 
are team development, liberation from hierarchy, plans 
respond to local needs including those of marginalised 
population and transparency to some extent. At the 
same time implementation has highlighted the other side 
of decentralisation which includes departmentalisation, 
limited interest on part of the people as well as political 


parties and conceptualisation of trivial projects. 
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Responses of the stakeholders involved in 
decentralisation varied from passive at higher level and 
medical officers to active participation by local self 
governments though they lacked in clarity, direction and 
technical and managerial skills !°. 


(C) Public Private Partnerships 
(i) Private sector in health care delivery 


Private health sector in Kerala houses much larger 
number of hospitals and medical & paramedical staff 
than the public sector and is the largest provider of 
health care services to people. Hence involvement of 
this sector was thought to be essential to bring large 
population into the coverage of major health 
programmes. Private practitioners, nursing homes and 
hospitals are engaged in delivering services of various 
national health programmes like RNTCP, UIP, Pulse 
Polio Immunisation, HIV/AIDS Control Programme 
and NBCP. One of the best quoted models for public 
private mix in TB control programme is the ‘Kannur 
Model’, first piloted in Kannur District. This is a private 
laboratory based collaborative model wherein patients 
dia-gnosed in private sector have been registered and 
managed according to RNTCP guidelines either by 
private or public providers. As a result, treatment 
outcome in private sector has improved and became 
equivalent to those in public sector. This model is now 
extended to all districts in the State while undertaking 
training of managers of the programme and creating 


awareness among private sector. 


(ii) Private sector participation in medical education 


' Vijay Kumar.K(2005), Power Point presentation on 
“Decentralisation of Health in Kerala Experience and Issues” at 
2nd Regional workshop on Health Sector Reforms in India: 
Experiences of Select States” at Hyderabad, February 14-15, 2005, 
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The government of Kerala is encouraging private 
investment in medical education sector. As a result 8 
medical colleges, 5 dental colleges, 4 pharmacy 
colleges, 24 nursing colleges and 4 Ayurveda colleges 
have opened through this initiative. 


(D) Granting of autonomy to State Institute of 
Health and Family Welfare 


The State Training Institute of Health and Family Welfare 
has been rechristened as Kerala State Institute of Health 
and Family Welfare (KSTHFW) and granted full 


.functional autonomy”. 


The Institute has been granted autonomy to enhance 
its activities and programmes and function as an apex 
institution for training in the State. The Institute has been 
involved in conducting training courses for health staff 
to develop managerial skills, organisational capability, 
leadership and decision making ability, planning and 
implementation efficiency. It prescribes standards of 
proficiency and norms for conduct of courses of study, 
continued medical education, training and undertaking 
research and consultancy. Further, it undertakes 
research activities and publishes papers, treatises, 
periodicals, books to disseminate up-to-date 
information on health; provides consultancy services 
to public & private organisations to improve their 
management and establishes collaborative linkages with 
national and international educational & professional 


institutions. 


The Institute raises resources from various sources, 
levies fees & charges for services rendered to meet the 


expenses incurred, appoints technical personnel on 


"http://medind.nic.in/ibr/t04/i12/ibrt04i2p59. pdf 
2 G.O. (P) No. 157/2004/H&FWD dated July 23rd 2004. 
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contract basis and pays them remuneration and expends 
for procuring movable and immovable property within 


the prescribed limits. 


The governing body and executive committee manage 
the functioning of Institute. The governing body approves 
the policy matters and executive committee is 
responsible for the management, administration and 
control of affairs of KSTIHFW and its income and 
properties in accordance with the rules & regulations. 


(E) Setting up Kerala Health Management 
Information System (KMIS) 


Monitoring the effectiveness and performance of health 
care system requires collection, compilation and analysis 
of a large data from various sources. A need was felt 
for building a comprehensive knowledge based system 
capable of providing information for decision making 
and where information from the grass root level was 
transmitted effortlessly to the nodal point in minimal 
time. For this, the Government has commissioned a 
project for computerising health information network 
in the State through a centrally located server 
connected to all health institutions (from sub centre 
onwards) to enable web based data entry. 


(II) Changes in financing methods 


(A) Levying of user fee 


HDCs have been charging fee from patients for certain 
services like OP registration, IP case file, select 
laboratory services, investigative procedures like USG 
and parking fee for vehicles since 1990s. Levying user 
fee is a policy decision which is executed by hospital 
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authorities and district administration. With transfer of 
institutions to local self government institutions, the 
implementing authority too has been transferred to them. 


Implementation of user fee met with resistance from 
both political parties and public for which the 
Government engaged in a process of discussion with 
them. This resulted in lowering of the user fees and 
resting the decision to implement user charges in 
hospitals with the local self government bodies. User 
fee for different services have been fixed by HDCs 


_ and vary from institution to institution. 


The funds collected by way of user fee are retained by 
HDC for development of hospital or for patient care. 
These funds supplement the resources of HDC raised 
through government grants and other sources like 
donations. As in other states levying user charges, safety 
net is extended to BPL families, tribal community, 
emergency cases and health services under national 
health programmes. 


(IV) Reforms related to human resources 


(A) Redefining the job responsibilities of various 
categories of employees under the Kerala 
Health Services 


While vertical health programmes had been integrated 
into general health services, the job responsibilities of 
primary health care workers remained the same. Ina 
changing scenario of health where demographic and 
epidemiologic transitions were occurring at a pace faster 
than the ability of health personnel to cope with, it 
became essential to examine the job responsibilities of 
work force and make suitable changes for better 
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workforce management. 


To meet these needs and as part of Sector Investment 
Programme, a study had been commissioned by the 
Government of Kerala’ with the objectives of appraising 
the existing job responsibilities of workforce in primary 
health care, profile of their utilisation and redefining their 
job responsibilities, if necessary. The study had also 
looked into existing mechanisms for monitoring and 


supervision and proposed tools for same. 


The study recommended policy initiatives for better 
workforce management aimed at better service delivery 
and included redefining the job responsibilities, ensuring 
uniformity in duty hours and streamlining the teaching 
and training procedures. The Health and Family Welfare 
Department issued orders” to define/redefine the job 
responsibilities of multi purpose health workers and 
medical officers in primary health care institutions in 
Kerala Health Services. A detailed description of job 
responsibilities has been drawn for multi-purpose health 
worker (female & male), health inspector, lady health 
supervisor, health supervisor and medical officers of 
PHC/CHCs. In order to streamline the monthly review 
meetings at various levels, a uniform pattern for 
conferences is followed wherein the date, duration, 
place, participants and agenda have been fixed for every 


meeting”. 


Phase 2 of the project is now being implemented. 
Training programmes have been conducted to equip 
the workforce (6 categories of employees under the 
Kerala Health Services viz. JPHNs, JHIs, LHIs, HIs, 
LHSs and HSs) to discharge their responsibilities in 


” bttp://www.sctimst.ac.in/amchss/research/health2.htm site last 
accessed on 24" March 2006 

“GO. (P) No. 254/2003/H&FWD dated December 9" 2003. 
GO. (P) No.132/2004/H&FWD dated June 23" 2004. 
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accordance with the redefined job responsibilities as 
envisaged in the G.O.(P) No 254/2003/H&FW dept 
Dt 9th Dec 2003. Other objectives of Phase 2 of the 
project are to design and provide new field work diaries 
for these categories of employees and to train them in 
maintaining the same. It also proposes to train and equip 
the MPWSs to detect and monitor diabetes mellitus and 
hypertension in the community, which is one among the 
additions to their job responsibilities as per the new GO. 


(B) State Training Policy 


Recognising the need to have a separate policy for 
training of its staff, a State Training Policy has been 
designed. The Personnel and Administrative Reforms 
Department has prepared the policy and the 
Government has approved'®. The Policy draws the 
need for training in the context of changing socio- 
economic and political environment and the 
Modernising Government Programme which envisages 
a 40% improvement in the level of public services as 
measured by user satisfaction surveys. Training 
programmes for civil service aim inter-alia to equip them 
to fulfill and practice good-governance, deliver efficient 


and effective public service, formulate a demand driven 


response to public service, seek feedback from public 


and make suitable modifications and develop an 
appreciation of the need to constantly evaluate 


perspective in all their activities. 


The Training Policy outlines the training coverage, 
training framework, implementation, monitoring and 
guidance. The training needs of the health services staff 
have been assessed for formulating a suitable training 


programme. 


'6 GO. (P) No. 1/04/P&ARD dated January 1“ 2004. 
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(C) Compulsory rural service of doctors 


To meet the scarcity of doctors in government health 
institutions especially in rural areas, the government 
decided to post fresh graduates from medical colleges 
in rural areas against the vacant posts of assistant 
surgeons. According to this order'’, students 
successfully completing MBBS course from government 
medical colleges in the State and obtaining registration 
from State Medical Council have been posted in health 
institutions against vacant position of assistant surgeon 
for a period of one year or till a person from public 
service commission joins, which ever is earlier. Those 
doctors who secure admission into PG courses are 
relieved by the Directorate of Health Services on 


execution of a bond to serve rural areas on completion 


of the course. 
- (V) Other initiatives 


(A) Tribal Health Project 


In Kerala, tribal population constitutes about 1% of 
the total population largely in the districts of Wayanad, 
Idukki and Palakkad. Though the state has achieved 
remarkable progress in health and has the best health 
indicators in the country, health status of tribal population 
is far below the state average. Morbidity and mortality 
due to communicable diseases, anaemia and other 
genetic disorders like sickle cell anaemia are high in 
this community. The remoteness of tribal and hilly areas 
makes health care services delivery difficult. To cater 
to the health needs of tribal community, the health 
department has taken some steps like (a) tribal mobile 


medical units and (b) meeting shortage of manpower in 


oe Oe '’ GO (MS) No.263/04/H&FWD dated October 4" 2004 
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health institutions in remote and hilly areas by providin 
special incentives and priority for in service doctors i 


postgraduate admissions. 


During 2000-02, a special tribal health programme we 
implemented with assistance from UNICEF unde 
which the tribal mobile medical units were strengthened 
specialist medical camps were organised in remote trib 
settlements; 917 tribal social activists were trained 1 


primary health care and provided with drug kit. 
(B) Citizens Charter in health institutions 


The Government has initiated preparation of Citizens 
Charter in government health institutions from 2004 
onwards. This has been carried out with a view to re- 
enforce the commitment of the organisation towards 
its citizens in respect of standard of services, information, 
choice and consultation, non-discrimination and 
accessibility, grievance redressal, courtesy and value 


for money. 
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Profile of the State 


Indicator 


Population 


Total Population (in millions) (2001)! 


Population Density (persons per sq. km) (2001)! 
Male Population (%) (2001) ! 

Estimated Urban Population (%) (2001)! 
Scheduled Caste population (%) (2001)! 
Scheduled Tribes population (%) (2001) ! 

Total number of disabled persons (2001) ! 


Total Fertility Rate (per woman)? 

Sex Ratio (females per 1000 males) (2001) ! 
Birth Rate (per 1000 population) 

Death Rate (per 1000 population) * 
Socio-Economic Profile 

Number of Districts! 

Literacy Rate (total) (%) (2001) ! 

Female Literacy rate (%) (2001)! 

Net State Domestic Product* 


Main workers to total population (%) (2001)! 
Population Below Poverty Line (%)° 

Water, Environment & Sanitation 
Households using piped drinking water (%)* 


Households with no access to a toilet facility (%)? 


Infant Mortality Rate (per 1000 live births) * 
Deliveries assisted by a health professional (%)? 


Human power 


Number of Allopathic Doctors in government agencies” 


Number of multipurpose health worker female/ ANM? 


Number of health worker male® 

Number of Health Assistant (Female) / LHV° 
Number of Health Assistant (Male) ° 

Health Infrastructure 

Number of Medical College Hospitals (MCH) ° 


Number of District Headquarter Hospital (DHH) ° 
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19,88,636 
120 


67.11 
61.9 


Rs. 223,042 Lakhs (2000-01 at 
constant prices 1993-94) 


42.74 
32.67 


40.1 
85.4 
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Number of Primary Health Centres (PHC) ° Ve i 


Health Financing 
Total health expenditure as % of budget (Rs. in Millions) * 


Public Expenditure on Health (Total) (Rs. in Millions) ° 226.3 


'Census 2001, Registrar General of India 

* NFHS-3 Fact Sheets 2005-06 

* SRS, 2004 

* Nagaland Human Development Report 2004 

° Response of the State government to questionnaire on Health Sector Reforms MOHEFW, Gol 
° MOHFW, GOI (2006), “Bulletin on Rural Health Statistics in India 2006.” 


Number of Community Health Centres (CHC) ° : 
87 
394 
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NAGALAND 


Nee is a vibrant hill State located in the 
extreme North-eastern end of the country and 
shares its boundaries with Myanmar on the east, Assam 
on the west; Arunachal Pradesh and a part of Assam 
on the north and Manipur on the south. The State 
came into formal existence on 1** December 1963 as 
the 16" State of Indian Union and is divided into 11 
administrative districts. Since its formation, the State 
has been affected by violent insurgency even as it strived 
towards economic development. 


The Naga society has rich ‘social capital’ with strong 
‘community and social bonds. Community institutions 
such as the Village Council and Village Development 
Board exist in every village. Further more, the State 
has bounty of natural resources in the form of forests, 
minerals and agro products, including medicinal plants 
and herbs and is predominantly an agrarian economy. 
Nagaland is home to many forms of handicrafts. To 
put the State on the road of economic growth, an 
Industrial Policy has been adopted by the State 
Government to enable the enterprising entrepreneurs 
to generate substantial income and employment for the 
people of Nagaland. A profile of the State including 


select indicators is given on the prerious page. 


The Health and Family Welfare Department in 
Nagaland is headed by Commissioner & Secretary, 
Health and Family Welfare and supported by the 
Directorate of Health and Medical Services. The 
Department is divided into two heads- Health Services 


and Medical Services. The Health Services wing looks 


after all the national and state health programmes, including 
family welfare and RCH programme. Matters relating to 
hospitals, drugs, health bill, disaster management, disability, 
training and nursing services are placed under the 
administration of Medical Services wing. 


The primary health care services are provided through 
subcentres, primary health centres, dispensaries and 
subsidiary health centres (SHC). Secondary health care 
services are provided through community health centres 
(CHC), district hospitals and specialised hospitals. The 
Department implements all the national health 
programmes including drug de-addiction programme. 
The national anti-malaria programme is implemented 
in two malaria endemic zones of Dimapur and 
Mokokchung and Urban Malaria Scheme at Dimapur. 
National AIDS Control Programme, launched in the 
State in 1991-92 is a World Bank assisted Scheme 
implemented throughout the State under four 
programme components- preventive intervention for 
general public, low cost AIDS care, institutional 


strengthening, and inter-sectoral collaboration. 


Two State sponsored programmes are implemented 
throughout the State: (a) Mental Health Programme 
under which a 25 bedded Mental Hospital has been 
set up in Kohima (b) School Health Programme which 
provides health check ups, preventive health education 


and immunisation to school children. 


Infrastructure wise, the State lags behind in fulfilling the 
requirement of 25 CHCs, 100 PHCs and 666 sub- 
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centres as per norms set by Planning Commission 
based on rural projected population figures of the State 
for 2005. The present infrastructure in the State consists 
of 21 CHCs, 87 PHCs, 27 subsidiary health centres, 
15 big dispensaries, 394 sub centres, 10 district 
hospitals and 3 specialised hospitals. 


Reforms underway in health sector 


(1) Reorganisation & restructuring of existing 
government health system 


(A)Streamlining materials procurement 
Procedure 


With a view to plug the loopholes in the procurement 
procedures for medicines and equipment and to 
systematise the same, the Health Department has 
adopted a new procedure in 2002-03. Under this new 
procedure a list of essential medicines and equipments 
is drawn up for every category of health institution and 
hospital. Based on this list, all health institutions/hospitals 
are supplied with an annual package of medicines and 
equipments directly by the Department which procures 


them from reputed firms. 


(II) Changes in health system organisation, delivery and 
management 


(A) Granting of autonomy 


To facilitate better health care services with active 
participation and contribution of user beneficiaries and 
to ensure transparency and good governance, the Naga 
Hospital at Kohima has been granted functional 
autonomy through enactment of Naga Hospital Authority 
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Act, 2003. An order has been passed to exercise the 
powers conferred by the Act' w.e.f. 1* April 2004. 


By this the Naga Hospital Authority (NHA), a 


corporate body consisting of the governing body, 
committee and chief executive officer has been 
constituted and given the responsibility to manage the 
affairs of the Naga Hospital. The Authority has also 
taken measures to develop it into an institution of 
excellence providing health care services and 
undertaking/continuing nursing and paramedical 


education. 


The governing body of NHA is chaired by the Minister 
of Health and Family Welfare. It is composed of elected 
members to parliament, commissioners and secretaries 
of finance, development and health departments of the 
State Government, director of medical services, 
nominated members from the medical fraternity, 
prominent citizens and director of Naga Hospital. The 
governing body is the executive committee of the Naga 
Hospital Authority and is conferred with powers and 
functions by the Act; the Chief Executive Officer is 
designated as the Director’ of the Naga Hospital 
Authority. 


Granting functional autonomy, the Act has also provided 
for transfer of assets and liabilities to the Authority, 
power to appoint staff with approval of State 
Government and raise resources & funds for managing 
the hospital. The State government, in consultation with 
the Authority, has framed rules for the functioning of 
the Authority as per the provisions of the Act. The 
Naga Hospital Authority also has the powers to prepare 
budget estimates, submit annual financial statements 
after due audit and prepare annual reports. 


' No.Med-9/AE/2003 dated March 29 © 2004 
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After the grant of autonomy, steps have been taken to 
upgrade and modernise the hospital with the latest 
sophisticated and high-tech equipments. A capsule 


wireless endoscopy machine has been installed in June 


2006, while dialysis service has been set up and put — 


into operation in the hospital earlier. Efforts are 
underway to take advantage of the provisions made in 
the Autonomy Act and Rules for the improvement, 
strengthening and effectiveness of the hospital. 


(IIT) Reforms related to human resources? 


(A) Redeployment of manpower 


In view of the shortage of manpower and limitations on 
creation of new posts in the State, a major exercise of 
manpower deployment has been undertaken to provide 
personnel to all health institutions at all levels. Asa 
policy decision all doctors are now posted to rural areas 
for a minimum period of three years. As incentives, 
preference for post graduate studies is given to those 
who complet their rural postings, while NPA (non- 
practicing allowance) is denied to those who do not go 


for rural postings. 


Along side, the Department has taken a decision to re- 
train existing vertical programme workers to become 
multipurpose health workers. The first and second batch 
of such re-training of vertical programme workers has 
been conducted at the State Paramedical Training 
Institute. Initially, these trained workers are being 
deployed at the sub centres as male health workers. 


(TV) Involving community in health care service delivery 


and provision 


’ http://nagahealth.nic.in, site last accessed'on 
March 13th 2006 
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(A) Communitisation of health care institutions 


Since attaining Statehood, the Government has set up 
numerous public institutions/ facilities in various sectors 
in almost all villages. However, these were mostly 
underutilised by the community due to mismanagement 
and neglect of institutions, lackadaisical attitude of 
functionaries at all levels and perfunctory job 
performance by staff. There was no supervision, 
monitoring or accountability mechanism at work. This 
led to a feeling of mistrust and alienation among the 
community who turned to private institutions for these 
services. Under these circumstances, the Government 
launched an innovative appreciative enquiry process 
called “Imagine Nagaland” with assistance from 
UNICEF in January 2001. The objecitve was to 
engage community in constructive dialogue in order 
identify the strengths, weaknesses, opportunities and 
threats for Nagaland and set the path for seeking a 
vision of developed Nagaland. This prepared the 
ground and platform for Communitisation, wherein the 
‘social capital’ is harnessed to vitalise public institutions 


for greater utilisation’. 


Communitisation means “‘that which is made a property 
of the community”. It is a partnership between the 
Government and the community involving transfer of 
ownership of public resources and assets, transfer of 
control over service delivery, empowerment, decentra- 
lisation, delegation and building of capacity*. The 
process had been initiated in mid-2001, when a broad 
concept paper was brought out, asking all departments/ 
sectors to examine and work out details of 
’ Power Point Presentation of Govt. of Nagaland at the 3™ Regional 
Workshop on Health Sector Reforms: Experiences of Selected States 
at Guwahati, 20-21 February 2006 


' Dept. of Health & Family Welfare, Govt. of Nagaland (2003), 
“Communitisation: Experiences of First Year’. 
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implementing it. The programme was initially 
implemented in elementary schools and grass root health 
centres in the later part of 2001. Transfer of resources 
& powers to the community was legalised by the 
“Nagaland Communitisation of Public Institutions and 
Services Act, 2002”, enacted by the State Assembly 
in March 2002. 


Comminitisation in the health sector has 3 goals: (a) 
community takes over ownership and management of 
the health centres and the staff, (b) community 
promotes/protects its own health through preventive 
action and education and (c) community popularises/ 
promotes indigenous health care system and its 


practitioners. 


Under Communitisation, community based committees, 
namely Village Health Committees (VHC) and Village 
Education Committees (VEC) have been constituted 
in all villages. These Committees have been delegated 
the following powers and responsibilities of 


management: 


= Disbursal of salaries with powers to enforce ‘No 
Work, No Pay’ 


= Control of attendance 

= Grant of leave 

# Maintenance of buildings and assets 

= Purchase of essentials etc. 

To facilitate the committees to exercise these powers, 
State Government has relaxed Rule 217 of Central 


Treasury Rules to allow drawal of advance salary up 


to 3 months; the Delegation of Financial and Cognate 
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Power Rules, 1964 have been amended to give powers 
to drawing and disbursing officers to sanction ‘salary 
deducted amounts’ to grant-in-aid; modalities were 
worked out for financial transactions under the new 
arrangement (new formats, crediting drawn amounts 
into Committees’ bank accounts and record keeping 
by Committees) and two bank accounts have been 
opened per VHC/village (current account to keep staff 
salaries and saving account to keep all other grants-in- 
aid). The State Bank of India has waived the condition 


of initial deposit to open the accounts’. 


The implementation started with intensive awareness 
campaigns, capacity building and training of VHC 
members, department officials and other stakeholders, 
including training of trainers to make them ready to 
take on the new roles and responsibilities. Handbooks 
on updated systems, forms and norms have been 
published from time to time for wide circulation. 
Separate trainings in financial transactions and record 
keeping have been conducted for the cashiers/ 
accountants of all Drawing and Disbursing Officers 
(DDQs). 


To implement communitisation and achieve the above 
goals, 4 types of Committees at different levels have 
been set up with representatives from all sections of 
society. At village level, there are two Committees VIZ., 
Village Health Committee constituted by respective 
village councils and common health sub centre 
committee for sub centres covering more than one 
village (federation of VHCs); in town/urban areas, 
Urban Health Committee (UHC) have been constituted 
by town ward/colony councils. Further at CHC/PHC 
level, Health Centre Managing Committee (HCMC) 


> Dept. of Health & Family Welfare, Govt. of N agaland (2005), 
“Handbook on Communitisation of Health Centres.” 
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has been constituted by beneficiary village councils/town 
committees. In all these Committees the seniormost 
health worker and medical officer in the case of CHC/ 
PHC is the Member Secretary of the Committee. 


The role of Health Department is that of a facilitator, 
guide and supportive supervisor. This function is carried 
out by Civil Surgeon at the district who provides staff 
salaries and grants-in-aid for other purposes, manpower 
posting in all health centres, training and capacity 
building of health committees and technical support in 
all matters to sustain communitisation. 


Monitoring and supervision of the programme is carried 
out by State Communitisation Committee & District 
Supervisors at state level; District Coordination 
Committee, civil surgeon and medical officers in-charge 
of CHC/PHC in their respective jurisdictions at the 
district level; and village council at the village level. 


A total of 358 health centres (including 350 sub-centres, 
7 PHCs and 1 CHC) have been communitised since 
2002. Most health committees meet regularly and take 
up works like cleaning, minor repairs, relocation of sub 
centres, construction of staff quarters and providing 
equipments like gas stove, fridge, and furniture. It has 
also undertaken health promotion activities like cleaning 
of villages, banning free roaming of domestic animals 
and arranging medical & awareness camps. In three 
subcentres, practitioners of indigenous medicine/healing 
have been identified and promoted to practice at the 
health centres. These practitioners were required to 
maintain patient registers, both at health centres and at 


their homes. 


Seminars for these practitiones have been organised to 
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provide training. The Health Department has facilitated 
these activities by providing the necessary financial and 
technical support. Three months’ salaries and medicine 
funds have been transferred to these committees; 
training and supervision was provided to health 
committees and all health programmes are implemented 
through health committees. The Health Department has 
also designed folders on eight commonly prevalent 
diseases in local dialects for health promotion. The 
VHC and VEC have been converged for health 


promotion in schools. 


The communitisation process faced problems both from 
within the department as well as the community. The 
department officials resisted the move as it meant giving 
up some powers and establishing equal partnership with 
the community; there was also a need for change in the 
mindset in the staff towards greater commitment, 
professionalism, sincerity and discipline. To overcome 
this, a series of consultations had been undertaken to 
drive home the concept and benefits of communitisation 
to achieve overall improvement in the health system 
and health status of community, including active 
involvement of all workers in the planning and execution 
of activities. On the other hand, the community felt that 
government was shedding its responsibilities and 
burdening them. Motivating the community to accept 
the new responsibilities without any remuneration has 
also been a major hurdle which was overcome through 
intensive awareness campaigns, close supervision and 
guidance and active involvement of political and socio- 


religious bodies in the process. 


The outcome of communitisation has been observed in 
terms of improved staff attendance, also higher 


proportion of them stayed in their places of posting, 
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improved availability of medicines in all health centres, 
redeployment and posting of staff in all health centres, 
dedica-tion and sense of job responsibilities was 
observed in health workers, jurisdiction of health centres 
defined, regular cleaning of health centre premises and 


contributions in cash and kind from the community. 


An impact assessment of communitisation was 
undertaken in June-July 2004 which corroborated these 
outcomes with its findings: communitisation is welcomed 
by the village community; VHCs improved the 
conditions of health centres by voluntary contributions 
of materials, labour and community funds, improved 
staff attendance and attitude to work/patients; increased 
attendance of patients in health centres; medicine 
availability increased and its quality appreciated and a 
change in sense of ownership among VHCs/villagers’. 


Experiences of communitisation brought forth certain 
issues for consideration by State government. These 
include inadequate infrastructure (building, equipment, 
furniture, medicines), lack of resources for constant 
super-vision/monitoring by field officers, need for 
intensive and focused training, need for functional re- 
deployment of district staff, strengthening and sustaining 
community involvement and dealing with VHC fatigue 
syndrome. 


The State government has undertaken measures to 
address these challenges and further the process of 
communitisation. It has set up a vision for 
communitisation of all health institutions including 
hospitals and integrating all health care activities. It is 
envisaged that Communitisation along with other 
changes brought under National Rural Health Mission 


Dept. of Health & Family Welfare, Govt. of Nagaland (2005), 


“Handbook on Communitisation of Health centres” 
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will bring improvements in public health system to meet 


the needs of the people. 
(V) Other initiatives’ 
(A) Citizens Charter 


The Charter provides a framework for the users to 
know about the nature of available services, general 
information about a health institution, emergency 
services and other diagnostic and therapeutic services 
provided in each type of health institution and through 


~ different health programmes. The Charter has been 


widely circulated to all government departments and 
community for accountability, transparency in service 
provision and grievance redressal. The Charter is also 


accessible on the department website. 


ee a Se 
and Power Point Presentation of Govt. of Nagaland at the 3 Regional 
Workshop on Health Sector Reforms: Experiences of Select States at 
Guwahati, 20-21 February 2006 


’ http://nagahealth.nic.in, site last accessed on March 13th 2006 
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Profile of the State 


Total Population (2001)! 62,110,839 
a 
Male Population (%) (2001)' 
Estimated Urban Population (%) (2001)! p 
Scheduled Caste population (%) (2001)! 
Scheduled Tribes population (%) (2001)! 
po Nipissing 
30 


Mies Mer 
Main workers to total population (%) (2001) ' 38.07 
Households with access to a toilet facility (%)* 42.9 


‘Census 2001, RGI 

> NFHS-3, Fact Sheet 2005-06 

’ SRS 2004, RGI 

‘Response of the State government to questionnaire on of Health Sector Reforms, MOHFW, Gol 


Initiatives from States-II 


8 | 


Health Sector Reforms in India 


Initiatives from States-I, 


TAMIL NADU 


mil Nadu (formerly known as Madras State) is 
located in the south eastern side of Indian peninsula 
with Kanyakumari as the southernmost tip of the land. 
Tamil Nadu has a long eastern coastline dotted with 
Bay of Bengal in the east; Kerala and Karnataka form 
the boundary in the west, and in the north it is bound 
by the states of Karnataka and Andhra Pradesh. It is 
spread over an area of 130,058 Sq.kms. The density 
of popu-lation is high at 480 persons per Sq.km. 


Administratively, there are 30 districts, 73 revenue 
divisions, 206 talukas, 1120 firkas, 17,244 revenue 
villages, 6 municipal corporations, 151 municipalities, 
385 panchayat unions, 562 special village panchayats 
and 12,618 village panchayats. 


Tamil Nadu is one of the most urbanised and developed 
states in India. It is ranked third among Indian states in 
Human Development Index with an Index of 0.657 in 
2001 and is next only to Maharashtra in terms of 
industrialisation. 


The overall as well as female literacy are above the 
national average. The State has the second lowest 
annual population growth at 1.43%, infant mortality rate 
stands at 48 per 1000 live births and about 93% of its 
children are immunised. Major socio-economic, 
demographic and health indicators are detailed at the 
start of the chapter. 


The State faces a major challenge in terms of large 
number of HIV/AIDS cases reported from all its 


@ 


districts. Another area of concern for the state is femal 
infanticide/foeticide. Special programmes have been 


designed to combat these issues. 


The following Directorates and Corporations function 
under the Department of Health and Family Welfare- 


(i) Directorate of Medical Education (DME) — the 
Directorate is entrusted with the responsibility of 
implementing teaching, training and research 
programmes in medical field and patient care 
services; establishment and maintenance of well- 
equipped teaching and medical research institu- 
tions. 11 government medical colleges, 2 private 
medical colleges, 1 government dental college, 7 
private dental colleges and 40 hospitals are 
functioning in the State under DME. 


Directorate of Medical and Rural Health Services- 
The Directorate is responsible for provision of 


—_ 


medical services in non-teaching hospitals through 
a grid of 29 district head quarters hospitals, 156 
taluk hospitals, 80 non-taluk hospitals, 7 women 
and children hospitals, 12 Dispensaries , 11 Mobile 
Medical Units, 4 TB hospitals/clinics/sanatorium 
and 7 leprosy hospitals/sanatorium. 


(ii) Directorate of Public Health and Preventive 
Medicine- This Directorate is responsible for the 
implementation of various National and State Health 
Programmes. Its activities include provision of 
primary health care including health checkup of 
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school children, health education of the community 
and collection of vital statistics under birth and death 


registration system and environmental sanitation. 


(iv) Directorate of Indian Medicine and Homeopathy- 
This Directorate looks after the Indian Medical 
Systems such as Siddha, Ayurveda,Unani, Yoga 
and Naturopathy and Homoeopathy including 
health care delivery, medical education and 
research. 


(v) Directorate of Family Welfare- This Directorate is 
responsible for implementation of the Family 
Welfare Programme including prevention of female 
foeticide/infanticide. Family Welfare and Maternal 
and Child Health activities are carried out through 
post partum centres, urban family welfare centres, 
urban health posts, rural family welfare centres, 


approved nursing homes and NGOs. 


(vi) Drugs Control Administration-This Department is 
responsible for enforcing the legislative measures 
for regulating the manufacture and sale of drugs 
and cosmetics. There are 13 zonal offices which 
are licensing authority for grant / renewal of sale 
licences in the zone. The Drugs Testing Laboratory 
at Chennai is also under the control of this 


department. 


(vii) Tamil Nadu State Health Transport Department- 
This Department works towards reducing the down 
time of the vehicles which are taken up for repairs, 
keeping high percentage of fleet utilisation of 
vehicles and to provide more fleet for the successful 


implementation of health programmes. 
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(viii) Tamil Nadu Medical Services Corporation Limited- 
This Corp-oration was created in 1994 with the 
primary objective of ensuring ready availability of 
all essential drugs and medicines in the Government 
Medical Institutions throughout the State by 
adopting a streamlined procedure for their 
procurement, storage and distribution. 


Tamil Nadu Health Systems Project (TNHSP) 


In order to address issues like changing morbidity 
pattern, low health status among certain section of 
population, equity and access to health care and health 
financing, the State government launched the Tamil 
Nadu Health Systems Project in 2005 with assistance 
from the World Bank. 


The overall objective of the Project is to bring about a 
significant improvement in the effectiveness of health 
system, both public and private in Tamil Nadu. The 


interventions envisaged in the Project are: 


e Increasing access to and utilisation of health services 
particularly for the poor, disadvantaged and tribal 
groups; 

e Developing and pilot testing effective interventions 
to address key health challenges specifically non 
commun-icable diseases and trauma cases from 


traffic and other accidents; 


e Improving health outcomes, access and quality of 
service delivery through strengthened management 
of the public sector health systems and greater 


engagement of the non governmental sector; 
e Increasing the effectiveness and efficiency of the 
public sector hospital services primarily at district 


and sub-district level. 
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Strengthening infrastructure in secondary care institutions 
(i.e., district and sub-district hospitals), setting service 
norms, tribal interventions including Tribal Health 
Development Plan, training of staff in issues like rational 
drug prescription, hospital management, equipment 
management and quality improvement are some of the 
areas of activities planned under the Project. To combat 
the burden of non-communicable diseases, other 
proposed activities include screening for cancers, 


awareness generation and study on risk factors. 


Recognising the role played by private health sector 
especially non-governmental organisations, it is planned 
to engage these agencies into partnerships to provide 
outreach and emergency health services in difficult areas. 
NGOs have been involved in setting up counseling 
centres in public hospitals to facilitate greater access to 
these hospitals and in setting up accident, relief and 
trauma centres along highways. 


DANIDA Tamil Nadu Area Health Care Project 


Another external assisted health sector project in the 
State was the DANIDA Tamil Nadu Area Health Care 
Project. DANIDA has assisted the state government 
since 1981 to improve the health and family welfare 
status of the weaker sections of rural population in the 
project area. Some of the important achievements of 


the programme have been in the areas of 


e Construction, repairs and renovation of health sub 
centres/PHCs/ANM training schools and drug 


ware houses at Dharmapuri and Thiruvarur. 


e Training of providers to improve technical 
knowledge and skills. One State training centre and 


10 district training centres were set up for the 
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purpose. 
e Etslabishment of health services management 
including PHC services monitoring system and 


health management information system. 


e Improvement in medical supplies- a drug 
quantification study was conducted and 
incorporated into drug management system, 
computers and warehouse equipment were supplied 
to all the 23 District Drug Warehouses of TNMSC; 
training was provided to health workers in basic 
treatment procedures in allopathic and Indian 
system of medicine and drug formulary for the use 
of MO of PHCs was prepared. 


Reforms underway in health sector 


(1) Reorganisation and restructuring of existing 
government health care system 


(A) Improving the logistics of supply of drugs and 


consumables! 


Availability of good quality drugs at the right time is 
one of the key components of quality health care 
services. At a time when most public health institutions 
were struggling to cope with shortage of drugs and to 
gain the trust of community, the Tamil Nadu government 
realised the importance of making available all essential 


drugs and medicines in government medical institutions. 


Hence, to put in place a streamlined procedure for their 
procurement, storage and distribution, the Tamil Nadu 


' http://www.tnhealth.org/tnmscpro.htm, site last accessed on July 
5" 2006 ; PROD Reference Number 27 at www.prod-india.com 
accessed on July 5" 2006 and Presentation of Govt of Tamil Nadu 
at the 2 Regional Workshop on Health Sector Reforms: 
Experiences of Select States at Hyderabad on 14-15" February 
2005 
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Medical Services Corporation Limited (TNMSC) was 
Set up in July 1994 under the Companies Act, 1956. 
The corporation commenced its functions in J anuary 
1995 with the aim of making available in an 
uninterrupted manner quality drugs and medicines all 
through the Government hospitals and medical 
institutions. 


The Corporation has set up a centralised procurement 


and distribution system by which it supplies drugs, 


medicines, surgical and suture items to all government | 


health institutions. It has introduced the concept of 
essential medical drugs and prepared an Essential Drug 
List consisting of 268 items. In addition to these drugs, 
it procures and supplies 84 suture and 63 surgical items. 
It is also involved in the procurement & supply of 114 
veterinary drugs. 


The listed items are procured from manufactures or 
direct importers through an open tender system to 
ensure quality and transparency. The criteria for 
selection of supplier included good manufacturing 
practices (GMP) certificate, minimum three years 
market standing, minimum Rs.35 lakhs turnover. This 
assures of quality, competitive price and continuous 
uninterrupted supply of drugs. Under this centralised 
procurement system, 90% of the allotted budget is 
deposited in TNMSC’s account by various 
departments of health and family welfare; remaining 
10% is kept with the head of the institution to meet any 
emergency requirements. TNMSC issues pass books 
to all institutions against its allotted amount, and receipts 
of drugs and other consumables is entered in the pass 
~ book. The pass book is maintained in duplicate- one 
with the hospital and other is kept at the drug ware house. 


The hospitals pick up their requirement of drugs ona 


Initiatives from States-II 


fixed date every month from the designated drug house. 
There are 24 district drug warehouses in the State. The 
transactions are computerised and linked to the database 
at ‘I'NMSC headquarters which gives the drug stock 
position in every institution as well as ware house. 


This system has improved the quality, availability and 
also brought down the cost of drugs. To maintain quality 
and prevent wastages and pilferages, all tablets and 
capsules are procured with only strip packing, as against 
the earlier practice of bulk packing which requires 
manual handling at the time of distribution. Rigorous 
criteria are adopted both at the time of tender invitation 
and tender processing when samples are tested for 
quality; also every batch is put through quality tests at 
the time of procurement. The principle of FIFO (First 
In First Out) is followed to prevent quality deterioration 
during storage. 


In the earlier system, the rate of drugs differed with 
hospital and the payment to the supplier was made from 
different sources; which meant higher cost of drugs. 
Now under the centralised system, bulk purchases for 
all hospitals are made and payment is made by a single 
agent, so it has become possible to attract competitive 
pricing. This has reduced the cost of drugs. Also supplies 
are made at a uniform rate to all hospitals. 


Stock accounting system and management information 
system for drug ware houses has been designed and 
implemented to maintain the quality of medical supplies. 
TNMSC is an ISO 9001 Certified Organisation and 
has received various awards like Rajiv Gandhi National 
Quality Award in 1996. 


Institutions served by TNMSC include 
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All medical teaching institutions 
= All district head quarters hospitals 
= Alltaluk head quarters hospital 


=  Allprimary health centres/through them all health 


sub centres 
# All EST hospitals and eRe 
= All TNEB medical facilities 
= All panchayat union dispensaries 
= All police medical facilities 
= Juvenile homes 
= Prison and rehabilitation homes 
= Co-operative cies factories 
= Veterinary institutions 
# Transport corporation dispensaries 
= Social welfare department 
= Social defence institutions 
~ TNMSC has adopted outsourcing of various services 
like development and maintenance of electronic data/ 
software system, transport of supplies from warehouse 


to hospitals and health centres and drug testing/quality 
control. 


Overall, this system of drug procurement and supplies 
has proved to be cost effective as it has adopted a 
rational drug management, streamlined the entire 
process of tendering and contract management with 
suppliers, delivery at ware houses instead of a central 


place, bulk buying for all hospitals, contained wastage 
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& pilferage by close monitoring, auditing and 


outsourcing. 


The TNMSC is also engaged in other activities like 
provision of diagnostic & medical services, purchase 
and supply of medical equipments to hospitals, cons- 
truction of buildings and consultancy services. 


Diagnostic and medical services provided by TNMSC 
include a 24-hr Gastro-intestinal Bleed Centre at 
Stanley Medical College, master health check up 


scheme at Government General Hospital, special class 


~ maternity ward in Institute of Obstetrics and CT scan 


& MRI centres in government health institutions 


amongst others. 


TNMSC is involved in procurement and supply of 
medical equipments to government hospitals from time 
to time as per the orders issued in this regard. During 
2002-04, it procured about 3078 items (equipments 
and accessories) for 19 departments in government 


hospitals through rate contract system. 


The Corporation has been involved in construction 
activities. Buildings constructed by it include urban health 
posts, sub centres, regional diagnostic centres, accident 
and emergency wards and PHCs. It also has assisted 
in planning and capacity building in other States like 
Rajasthan, Karnataka, Andhra Pradesh, Assam 
amongst others. | 


(B) Strengthening of RCH and related services 


(i) 24 hour delivery services with three staff 
nurses model 
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In order to provide 24 hour delivery services in primary 
health centres, the State government experimented with 
posting three doctors in these centres. 


However, this system did not yield the desired results. 
Later in 1999 under phase-I of RCH programme, 
another model was tried in about 90 PHCs wherein 
three staff nurses and 2 sanitary workers were posted 
in the PHCs. These staff was appointed on contract 
basis. The staff nurses conducted normal deliveries as 
well as identified labour complications to make early 
referrals; they were assisted by the sanitary workers in 
maintenance of the health centres. It was observed that 
performance of these health institutions improved in 


terms of increased number of deliveries. 


Owing to the success of this model, it has been 
replicated in 90 other PHCs during 2005 and later 
proposed to include all 1417 PHCs. The Government 
of India too has suggested this strategy to other states 
under RCH-II programme. 


(ii) Outreach of RCH services 


Based on past experiences, the State government 
devised special approach to strengthen RCH outreach 
services in inaccessible rural areas. This approach 
sought to provide additional inputs by addressing gaps 
in service delivery system and creating RCH service 
demand through IEC activities and involving community 
members/elected leaders. This is being tried in the 
districts of Madurai and Theni with 3 and 8 teams being 
formed in respective districts. To achieve this objective, 
the strategy of village visits and special fixed camps 
has been adopted. In these camps a team of medical 


and paramedical personnel deliver preventive, curative, 
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diagnostic and IEC RCH services. 


The team for delivery of these services in field areas 
has been formed comprising medical officer, Block 
Extension Educator (BEE), ANM, laboratory technician 
and health inspector. Substitute members for the team 
have also been selected to replace the original members, 
if needed. 


The plan for village visits is jointly prepared at the block 
level by representatives of the concerned village 
presidents, self help groups, departments of revenue, 
social welfare, nutrition and NGOs working in the area. 


The day and place for the camp are identified by the 
village president and nutrition functionaries. The camp 
dates and timings are fixed. Camps are held in 4 villages 
in each sub centre area on a rotational basis; thereby 
each village is visited after a gap of one month which 
facilitates follow up services. The dates of the camps 
are publicised widely through various means. The 
concerned PHC medical officer 1s responsible for 


organising the camps in selected villages on time. 


The services provided in the camps include treatment 
of minor ailments, antenatal & postnatal services, 
copper-T insertion and follow up services for acceptors 
of family welfare methods, counseling for high risk 
families to prevent infanticide, management of RTI/STI 
cases, TB & leprosy case detection, review of TB & 
leprosy patients on treatment and nutrition advice. In 
addition, IEC activities for adolescent girls, pregnant 
mothers, post natal mothers, family welfare methods 
acceptors and unprotected couples is undertaken; and 
health exhibitions and referral services are organised. 


Special referral slips have been printed for the referred 
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cases to hospitals where preferential care is provided. 


Routine laboratory services including blood smear _ 


examination for malaria parasite, sputum examination 
for TB, VDRL test and vaginal smear test are also 


provided in the camps. 


A standard list of essential drugs for the camps is finalised 
by the district committee comprising JDHS, DDHS, 
PHC planning expert/programme officer (RCH) 
representatives from Project Directorate and medical 
officers of PHC. The team is provided with essential 
drugs and IEC materials. These drugs are supplied by 
TNMSC and one vehicle with fuel is sanctioned for 
the field visits. 


The performance of the outreach camps is monitored 
on monthly basis by the DDHS and the district collector. 
Computerised HMIS is used to generate indicators for 
the monitoring and evaluation of RCH camp activities. 
A mother and child link card has been designed to 
monitor mother and child health services. 


(ili) Female Infant Life Saving Committees 


It has been recognised that police action alone is not 
sufficient to combat the prevalence of female infanticide 
especially in the priority districts of Dharmapuri, Salem, 
Nammakkal, Madurai and Theni. Hence it was 
proposed in 2002 to form Female Infant Life Saving 
Committees at sub centre, block and district level with 
members drawn from different departments. Members 
of these committees were drawn from departments of 
health, nutrition, rural development, social welfare, 
education, police, elected leaders and NGO 


representatives. The objective of this scheme was 
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prevention of female infanticide by preventive 
counseling, warning and selective prosecution. The same 
has been sanctioned by the government of TN’. The 
committee members have been trained in preventive 
counseling. Sensitisation programmes have been 
organised for district officials who are responsible for 
establishing effective coordination between various 


department officials. 


(iv) Formation of cultural teams to enhance RCH 
IEC activities 


” he Govermentotemil NaduvideisGe avai 


5 dated 13" January 2003 has sanctioned formation 
of cultural teams in Madurai and Theni districts to 
enhance the IEC activities on health. A workshop 
attended by functionaries from department of health, 
nutrition, women development corporation, self help 
groups, working women groups recommended the 
formation of such cultural troupes. As such two cultural 
teams per PHC consisting of volunteers from amongst 
the functionaries of health, nutrition, ICDS, SHG and 


others have been formed. 


The primary message of dramas enacted by these 
troupes has been to create awareness among poorer 
sections about their rights to health care and the means 
by which they can access it through the primary health 
care system. Special workshops had been conducted 
by professionals wherein the required scripts were 
developed and master trainers as well as team members 
from each block were trained. The teams performed 
street dramas in various villages/hamlets as per the plan 
atter 6pm. The village health nurse has been entrusted 
with the responsibility of coordinating the activities in 


> GO. 2D No. 81dated 26-12-2002 
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each village and the Deputy Director of Health Services 
of the concerned district is overall in-charge for 
implementing the scheme. 


(C) Introduction of Birth Companion Programme® 


Advent of medical science and technology has greatly 
altered the process of child birth by way of promoting 
institutional deliveries. This was designed necessarily 
to combat infant and maternal morbidity and mortality. 
The traditional delivery process where a female 
companion, usually an older friend/relative played a vital 


role by way of providing emotional comfort to the 


woman, has been established to combat stress and lead 
to amore successful labour outcome. This is considered 
as a low cost intervention with great benefits namely, 


shortening of labour and fewer complications in labour. 


With the intention to extend benefits of birth companion 
to women undergoing institutional deliveries, the 
government has approved the provision of birth 
companion in all its secondary and tertiary hospitals 
including teaching hospitals, district and sub-district 
hospitals. The practice was already prevalent in an 
informal way in the PHCs and CHCs and is continued. 
The Birth Companion Programme was formally 
launched on 25" August 2004. 


A woman who fulfills the following criteria is considered 
for a birth companion: 

(a) Should have undergone the process of labour 

(b) Should not suffer from any communicable diseases 


(c) Should wear clean clothes 


Initiatives from States-II 


(d) Should be willing to stay with the mother throughout 
the process of labour 


(e) Should not interfere with the work of the hospital 
staff and treatment procedures 


(f) The birth companion is seated by the side of the 
antenatal mother whom she is accompanying and 
should not interact with other women in the labour 
room. 


The birth companion is counseled by the duty nurse 
before allowing her inside the labour room. 


This programme has greatly changed the existing 
scenario in labour rooms where no relative was allowed 
and women delivered with the assistance of medical 
personnel without any emotional support and comfort 
of their friends/relatives. 


For the success of the programme, state level 
sensitisation meetings have been held with obstetricians 
of secondary and tertiary hospitals and district officials, 
who then conducted such meetings within their 
respective institutions. Exit interviews and feed back 
formats have been designed to collect data from 
beneficiaries. Monitoring formats for assessing the 
impact of the programme have also been developed. 


To implement the programme, one nodal officer has 
been identified in each hospital whose names are 
registered with the respective Directorates and 
Commissioner, MCH & FW. The nodal officer 
conducts annual analysis of beneficiary reports and 
outcome of deliveries. The provision of birth companion 
requires additional facilities like screens between labour 
boards and seating arrangement for the companion. 


>G.O. (Ms.) No 215, Health and Family Welfare Department (R1) 


Department dated 2-7-2004 
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The JDHS/Deans/Superintendents have been permitted 
to incur the expenditure to provide these facilities out 
of the hospital maintenance funds. 


(D) Activation of operation theatres in Block 
PHCs?* 


Provision of safe abortion services and tubectomy 
operations in block PHCs are important components 
of RCH programme. To improve the MTP and 
sterilisation operation services at PHC level, it has been 
decided to activate operation theatres in Block PHCs 
by hiring private anaesthetists or deploying government 
anaesthetists from First Referral Units to PHCs. These 
specialists are paid honorarium, transport allowance 
and other incentives as per government rules. 


(E) Provision of Comprehensive Emergency 
Obstetric and Newborn Care Services 
(CEmONC) in identified centres> 


The State government is committed to ensuring maternal 


survival and lowering the incidence of maternal deaths 


in the natal and post natal period. Deaths in neonatal ° 


period account for majority of infant deaths in the State. 
Recognising the importance of care during natal and 
immediate post natal periods to improve the health of 
mother and child, the Government of Tamil Nadu has 
embarked upon providing comprehensive emergency 
obstetric and newborn services in government health 
institutions. This approach sought to address factors 
like delays in treatment on arrival at a health facility, 
weakness in the referral system and social factors 


hindering access to urgent medical attention to mother. 


* GO. (Ms.) No. 475, Health and Family Welfare (EAP.3) 
Department dated 10.11.1999 | 
> G.O. 2D No.42 Health and Family Welfare (EAP- 1) Department 


90 a 2.8.2004 
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To ensure easy accessibility to emergency obstetric and 
newborn care services, at least two hospitals in each 
district have been identified to provide round the clock 
uninterrupted comprehensive emergency obstetric and 
newborn care services (CEmONC). Hospitals are 
equipped with qualified manpower and equipments to 


provide following services- 

a. Manual removal of placenta 
b. Dilatation and curettage 

c. Instrumental vaginal deliveries 
d. Caesarean services 


e. Management of pregnancy induced hypertension 


and related disorders 
f. Management of diseases complicating pregnancies 
g. Emergency laparotomy and hysterectomy 
h. Blood transfusion services 


i. Support lab and imaging services 


j. Emergency new born care 


All CEmONC centres have obstetric and paediatric 
casualty with an obstetrician and pediatrician on duty 
round the clock. The staff nurses in these centres are 
all trained in labour ward, new born resuscitation 
practices, blood bank operations and operation theatre 
work. Further, anaesthetists posted in these centres are 
available on call at any time; and list of voluntary donors 
along with their phone numbers is made available in the 
blood bank. Medical officers are responsible for the 
maintenance of the hospital in general, asepsis in OT | 


and labour room and cleanliness in wards. 


‘ESSER NASER TEE ON ROR SS SS ES TS ES 2 TLE TI I ST nm ran nme: 


Health Sector Reforms in India 


To strengthen the referral system, monthly review/ 
coordination meetings are held which is attended by 
the obstetrician and superintendent of the hospital, 
village health nurses and medical officers of nearby 
hospitals and PHCs. Further, the minimum staff and 
equipment/infrastructure requirements for a CEmMONC 
centre have been prescribed and a system of 
accreditation and certification is followed to maintain 


the quality of services in these centres. 


(II) Changes in health system organisation, delivery and 
management 


(A) Contracting out 


(i) Privatisation of security, catering and 
sanitation services in government hospitals®’* 


In order to enable government hospitals to have more 
efficient and economical administration, the State 
government decided that support services like sanitation, 
“security, catering need to be outsourced. Accordingly, 
these services are now contracted to private agencies 
instead of engaging personnel to work on contract 
basis. This policy applies to all hospitals under 
Directorate of Medical Education, Directorate of 
Medical and Rural Health Services and Directorate of 
Public Health and Preventive Medicine. It has also been 
stipulated that regular and contract workers should be 
posted in separate buildings; and that regular posts 
should not be filled up without prior permission of the 


Government. While implementing this policy, it has been 


*G.OA(Ms.) No. 4, Health and Family Welfare Department dated 
71.2002 

'G.O. (Ms.) No. 103, Health and Family Welfare (E1) Department 
dated 21.05.2003 

*.0. (Ms.) No. 106, Health and Family Welfare (E1) Department 
dated 21.05.2003 
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directed that the rights of the government employees 
are to be protected. 


Thereafter, terms and conditions for outsourcing these 
services have been fixed. The staff strength of sanitary 
workers and sweepers under the control Director of 
Medical Education has been fixed at the ratio of one 
worker for every 12 beds and that of hospital workers 
as one per every 6 beds. Similar staff strengths for 
sanitary workers & sweepers and hospital workers in 
hospitals under Directorate of Medical and Rural Health 
Services have been fixed at one per every 16 beds and 
one worker for every 8 beds respectively. This was 
subject to a minimum of 3 posts in each category fora 
less than 30 bedded hospital. Under the new 
arrangement, hospital workers and male nursing 


_assistant grade-II are treated at par in hospitals under 


Directorate of Medical have been Rural Health Services 
and the posts have been clubbed for all future purposes. 
Hence vacant positions in this category are filled up by 
outsourcing. However, this is not the case with hospitals 
under Directorate of Medical Education as the services 
performed by the two categories of workers are 
different and clubbing them was considered to affect 


the functioning of hospitals. 


For recruitment by outsourcing, these revised staff 
requirements are taken into account and the number of 
vacant posts is taken as equal to this requirement or 


sanctioned number, which ever ts less. ‘The emoluments 


for vacant posts have been fixed at the minimum scale © 


discounted by a factor of 30%. Whenever a vacancy 
arises, tenders from private agencies to provide workers 


are invited at this upper limit rate only. 
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The system of substitute worker was in vogue since 
1983 in government medical college hospitals and 
institutions in Tamil Nadu. These substitute workers 
were called in for work whenever required and then 
gradually over a period were absorbed into regular 
establishment. When the policy of outsourcing services 
of group-D employees like scavenger, sweeper and 
gardener was adopted need was felt to address the 
interests of ‘substitute workers’ who were working in 
various hospitals/institutions. As per the decision, 
hospitals have assisted these substitute workers to form 
registered groups. While filling up vacancies in these 
categories, preference has been given to workers from 
this group and the remaining posts filled with outsourced 
workers from private agencies. 


For employing from substitute workers’ groups, the 
contract rate has been fixed at Rs.2000 per vacancy. 
If the number of vacancies is less than the available 
substitute workers, the contract is given to the substitute 
workers’ group which does the work by distributing 
the work and apportioning the contract sum among 
themselves. An elected representative of the substitute 
workers group decides this distribution, apportioning 


of work and contract sum. 
(B) Public Private Partnership 


(i) Strengthening of hospitals and PHCs through 
contribution from industrialists’ 


In order to provide some incentive to donors who 
contribute to the public health system, a practice of 
naming hospitals and wards in government hospitals 


after donors who contributed land, cash or any other 


* GO.(Ms.) No.175, Health and Family Welfare (P-2) 


Department dated 9-9-2002 
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existed in Tamil Nadu following a Government Order 
in 1973. This practice attracted more contributions from 
donors and helped in strengthening the public health 
system by providing the infrastructure support. The 
principles laid down for naming hospitals after donors 
was revised to keep in tune with the changing times 
and it was decided that for those who donate 0.5 acre 
land and above in respect of sub centre or one acre of 
land and above in respect of PHC in a place chosen by 
Directorate of Public Health and Preventive Medicine, 


the same shall be named after the person or any other 


. person as desired by the donor. If a donor undertakes 


the cost of construction work of a sub centre or PHC, 
it is named after him or any other person as desired. 
Similarly if a donor bears the cost of construction of 


ward/operation theatre in a district headquarters 


hospital/medical institution or donates Rs.50 lakhs and 


above to any district headquarters hospital/medical 
institution, the same is named after the donor or any 


person as willed by the donor. 


(ii) Placing ambulances under NGOs for providing 
emergency obstetric services” 


In Dharmapuri District, when two vehicles were allotted 
to the Deputy Director of Health Services, permission 
was sought to place these vehicles under two local 
NGOs who were willing to run the vehicles to transport 
emergency obstetric patients to the referral unit. The 
two ambulances are being operated by Tribal Health 
Initiative in Sitti Lingi Valley block and by SEARCH in 
Karimangalam block. The vehicles are registered in the 
name of Deputy Director of Health Services, 
Dharmapuri and cost of fuel, salary of driver and 
maintenance of vehicle is borne by the NGO. The 


'° GO. (D) No. 1206 Health and Family W elfare (P.2) Department 
dated 19-9-2003 
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NGOs charge Rs.5 per km of travel from patients while 
exempting poor patients who are identified by the NGO 
itself. Monthly performance report is submitted by the 
NGOs to DDHS for monitoring. 


NGOs are also involved in providing transport services 
to patients referred for emergency care in referral units 
in RCH sub project areas of Madurai and Theni 
districts. The empowered Committee of RCH Project 
had recommended an arrangement with local NGOs 
for utilising their services in providing emergency 
transport for women. The government permitted transfer 
_of two ambulances from PHCs to Seva Nilayam 
Society free of cost. The government has borne the 
cost of vehicle, equipment, training and a limited cost 
towards the repairs of vehicles. In turn, the NGOs 
manage day to day running of services and submit annual 
statement of accounts. A monitoring committee headed 


by the DDHS monitors the progress of the scheme"’. 


The Theni experience of NGO supported ambulance 
services is now being scaled up to cover the entire state. 
Under phase-I of the World Bank Supported Tamil 
Nadu Health Systems Project, 187 ambulances have 
been procured for 187 blocks each having a population 
of 1,00,000. During the second phase, it is proposed 
to procure additional 198 ambulances thereafter 


covering all 385 blocks in the state. 


The potential NGOs, who are to involved, have been 
identified and fully equipped ambulances are to be 
handed over to them. The NGOs are to be paid 
Rs.10,000 per month to meet the running cost of 
vehicle. In addition, Rs.30,000 is to be paid annually 
to NGOs for maintenance of vehicles. Drivers and 


paramedical workers are to be employed by the NGO. 
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The NGOs have been permitted to collect Rs.5 per 
km from the users while BPL population and accident 
cases have been exempted from payment of user 


charges. All drivers would be given mobile phones. 


A 24 hour control room, managed by the NGO, with 
all modern communication equipments is being 
established in all the district head quarters under RCH 
Programme. The public can contact the control room 
through a toll free number. The ambulances would be 
parked in key locations in the district and the control 
rooms’ staff would direct the ambulance to transport 


the emergency cases. 


(iii) Hiring services of private anaesthetists and 
obstetricians for providing emergency 
obstetric care/MTP/tubectomy services in 
PHCs & FRUs” 


Provision of quality reproductive and child health care 
requires services of specialists like anaesthetists and 
obstetricians. Government health system faces shortage 
of these specialists and to combat this shortage, it has 
been decided to hire the services of private anaesthetists 
and obstetricians. Services ranging from emergency 
obstetric care to MTP and sterilisation operations are 
provided by these obstetricians along with the 
anaesthetist. This scheme is being implemented across 
all FRUs where the services of government anaesthetists 
and obstetricians are not available, at the fixed 
honorarium of Rs.1000 and Rs.800 respectively per 
visit plus transport allowances. Fund distribution to the 
health facilities for hiring specialist services has been 


streamlined. The scheme has been extended to health 


'!G.O. (Ms.) No.166, Health and Family Welfare Department dated 


29.8.2002 
Circular with Ref: No. 2340/P/RCH/98, Office of the Reproductive 
and Child Health Project dated 8.4.2002 
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posts in corporations and municipalities. With 
introduction of this scheme, referrals to higher centres 
for caesarean section deliveries have come down and 
an increase in the number of gynaecological operations 
in FRUs as well as tubectomy operations in PHCs has 


been noticed’. 


(II) Changes in financing methods 


(A) Paying maternity ward in Institute of 
Obstetrics and Gynaecology and Government 
Hospital for Women and Children, Chennai" 


Paying maternity wards were introduced in February 
2003 in aforementioned public health institutions to 
increase the utilisation of public health services by those 
who can afford to pay for improved quality of services. 
For providing these wards and services, the requisite 
infrastructural changes and facelift to wards were 
undertaken by TNMSC. In terms of implementation, 
the Director and Superintendent of the respective 
institutions have been made responsible for the 
administration and providing services in the paying ward. 
A reader or senior civil surgeon from among existing 
personnel is exclusively in- charge of the paying ward. 
Rates for various services rendered in the paying 
maternity ward have been fixed by the government. 
Additional services like diagnostic laparoscopy, 
laparoscopic sterilisation and laparoscopic minor 
investigation have been introduced in May 2003 and 
fees collected for these services. The ward is maintained 
by TNMSC which remits the fees collected into a 


separate account opened for this purpose. Further 


services like laboratory, nursing, paramedical and 


'3 Power Point Presentation of Govt of Tamil Nadu at the 2" Regional 
Workshop on Health Sector Reforms: Experiences of Select States at 
Hyderabad, 14-15" February 2005. 
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sanitation have been outsourced for the paying wards; 
and the charges are met from the fees collected. 
However, drugs and diet requirement of patients in 
paying wards is met from the regular hospital services. 
Further, in July 2003, it has been decided to levy 
charges for various diagnostic and laboratory services 
in special maternity wards in these institutions. Rates 
for minor, major and special investigations have been 
fixed!>. These charges are levied from patients staying 


in special class maternity ward alone. 


_(B) Health cards to old age pensioners/geriatric 


patients to get special treatment at government 
hospitals 


In June 2003, Government of Tamil Nadu decided to 
provide specialised health services to geriatric patients"®. 
As a sequel to this, special health cards were designed 
and distributed to geriatric and old age patients belonging 
to BPL families. About 10 lakh cards were printed at a 
cost of Rs 2 per health card and distributed to 
beneficiaries who are entitled to free treatment in all 
government hospitals. 


(IV) Reforms related to human resources 
(A) Incentives for rural posting of doctors” 


In order to retain doctors in PHCs in rural areas, it has 
been decided to provide rural allowance to PHC 
doctors. The in-service doctors are eligible to apply 
for post graduate courses only on satisfactory 


'° G.O.Ms.No.166, Health and Family Welfare (E1) Department dt. 
17.07.03 

'° G.O.(Ms.) No.132, Health and Family Welfare (E1) Department 
dated 17.6.2003 
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completion of three years service. These doctors are 


also paid full salary during the course of post graduation. 


(B) Transfer of medical and paramedical personnel 
through counseling" 


To ensure smooth and streamlined transfers of medical 
and paramedical personnel, guidelines have been issued 
for transfer through counseling. In this system, transfers 
are considered against two categories only (a) 
retirement vacancy/newly created posts/vacancy due 
to administrative reason/death of personnel and (b) due 


to promotion. 


Whenever a vacaney arises, the same is advertised 
Interested candidates for transfer register themselves 
and are provided with a serial number in order of date 
of receipt of application. The applicants are provided 


an acknowledgment with registration number. 


The concerned Directorates display on notice board 
the details of vacant posts and details of persons who 
have requested for transfer (name, present place of 
work, and their choice of places). In case of more than 
one request for transfer to the same place, guidelines 
have been issued to decide the preference. Counseling 
is then held at Madurai, Coimbatore, Chennai and 
Trichy where transfers are accorded to the applicants 
based on vacancy; an applicant could also opt for any 
other place not listed by him in his application if there is 
a vacancy. The details of the basis on which transfers 
are accorded are notified in the notice board of 


counseling centres. 


The Director issues orders for transfers (for posts which 


* GOAD) No. 50% Health and Family Welfare (AI ) Department 
dated 104.2002 
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he is authorised) at the counseling centre itself; in respect 
of other posts the proposals along with 
recommendations of counseling are sent to the 


government for approval and issuance of orders. 


Transfers on administrative grounds and on complaints 
are affected only after detailed enquiry. The remaining 
vacancies are filled up by promotion on counseling in 
order of seniority. In case of the senior not willing to 
take up the posts, he/she must relinquish the right to 
promotion temporarily or permanently and the next 


eligible candidate is promoted to fill up the vacancy. 
(C) Recruitment on contractual basis” 


Ninety three PHCs were upgraded to provide better 
and round the clock health services and have been 
provided with modern equipments like ultra sonograms, 
portable ECGs, x-ray machines, improved laboratory 
facilities and ambulances. In addition, 186 posts of 
medical officers at the rate of two (one male and one 
female) for each upgraded PHC have been created. It 
was decided to fill up the above posts on contract basis 
with a consolidated pay of Rs.8000 per month. 


The selection committee to fill these positions consists 
of JD/DD of Medical and Rural Health Services Family 
Welfare, Deputy Director of Health Services and is 
chaired by District Collector. Doctors registered with 
local employment exchange are first interviewed for 
filling the post; incase no suitable candidate is found 
selection is done by advertisement after obtaining a No 
Objection Certificate from employment exchange. 


While appointing contractual medical officer, rules of 


'° G.O. (Ms.) No.197 Health and Family Welfare (E2) Department 
dated 7.6.2004 


95 


Health Sector Reforms in India 


reservation are followed and preference is given to local 


candidates. 


Terms and conditions for appointment of contract 
medical officers have been clearly laid down indicating 
the term of appointment (1 year), termination with out 
notice, duty hours (8 am to 5 pm, six days a week and 
24 hour emergency call and night duty) and leave (10 
days casual leave per annum). These contract medical 
officers are recruited for the specific upgraded PHC 
and cannot be transferred to other PHCs and are not 
eligible for post graduate courses as a service 


candidate. 


In another initiative, for 24 hour delivery care, 90 PHCs 
have been provided with contractual staff. Under this, 
three contractual staff nurses per PHC are hired for 
eight hours each who are trained in obstetric and new 
born care skills under Integrated Skill Training of RCH- 
Il. These staff nurses provide treatment for minor 
ailments after OP hours, conduct deliveries and assist 
in operation theatres. One driver and two sanitary 


workers are also hired at consolidated pay”. 


(D) Presentation of awards to best performing 
doctors, nurses and para-medical personnel 
and rolling shield for the best maintained 
hospitals”! 


To motivate and reward the staff, the Department of 
Health and Family Welfare has decided award the best 
performing doctors, nurses, paramedical personnel 
working under the three Directorates. Further a rolling 


*° Power Point Presentation of Govt of Tamil Nadu at the 2™ _ 
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shield has been instituted to award the best performing 
hospital. The three Directorates submit list of candidates 
for awards based on the recommendations of the district 
level committees; a state level committee decides on 
the recipients of the awards which are presented 


annually. 


In addition, few other measures have been introduced 
for better management of human resources in the 
Department of Health and Family Welfare viz. 


regularisation of contractual staff nurses in 24 hour 


. PHCs after 4 years of service, training of ANMs in 


Indian System of Medicine (ISM) and provision of 
incentives to ANMs for conducting deliveries, 
recruitment of anganwadi workers for ANM courses, 
and training of female health functionaries in 


communication and mobility. 


(V) Involving community in health service delivery and 
provision 


(A) Formation of Participatory Community Health 
Committee for PHCs” 


In response to the felt need of community participation 
in health system for improving the quality of care in 
rural areas, it has been decided to form Participatory 
Community Health Committees in all PHCs in the State. 
This Committee comprises of MO I/C of PHC as 
chairperson, village/town panchayat members, head 
master/senior teacher of the local school preferably 
residing in the village, village administrator officer, two 
women members from SHGs, local philanthropist, 
AWW and members of local NGO. The nomination of | 
the non-officials is done by the concerned Deputy 
Director (Health). The main role of these committees 


* GO. (Ms.) No.308 dated 19.11.2001 
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is that of a facilitator and advisor to support the work 
of PHCs in provision of quality services to the people. 
The committee also ensures the optimal utilisation of 
human and natural resources available at the PHC. 


The monthly meeting of the committee is convened by the 
senior medical officer of the PHC. The committee oversees 
the maintenance of PHC and sub centres attached to the 
PHC and also ensures regular water power supply, 
transportation facilities for pregnant women, referral of 
emergency cases to higher institutions and follow up work 
on the recommendations amongst others. 


In accordance with this order, all PHCs and sub centres 
are required to display a Citizens Information Chart 
prominently in the premises; the chart contains a list of 


all services rendered at health facilities. 


(B) Community participation in health sub centre 
(HSC) construction” 


Construction of 400 new HSCs was undertaken to 
fulfill the requirement across the State. To involve the 
community in the construction and maintenance of the 
new health sub centres, funds have been released to 
HSC committees and the account was jointly operated 
by the PHC Medical Officer and local PRI member. 
The sites for new HSCs were selected at the centre of 
villages, and the specific building design was selected 
to meet the local requirements. Maintenance of these 
sub centres is also the joint responsibility of PHC & 
PRI members. 


(C) Participation of adolescent girls in RCH 


services” 


® Power Point Presentation of Govt of Tamil Nadu at the 2" Regional 
Workshop on Health Sector Reforms: Experiences of Select States at 
Hyderabad, 14-15" February 2005 
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Sustenance and success of community based health 
programmes like RCH programme depends primarily 
on community participation. Hence it was decided to 
engage adolescent girls from villages to create 
awareness and demand for RCH services. Selected 
adolescent girls were trained to act as link between 
the community and health services at a5 day training 
programme at block level. This programme is 
implemented in the districts of Madurai and Theni. 


The training curriculum, methodology and material were 
developed in an earlier workshop and state trainers 
undertook training of trainers who thereafter conducted 
the training of adolescent girls. The training curriculum 
focused on adolescent health including personal & 
menstrual hygiene, conception, antenatal care, danger 
signs during pregnancy, post natal care, family welfare 
services, child care, immunisation, information about 
availability of emergency obstetric care and abortion 
services. The selected girls were given list of health 
facilities providing emergency obstetric care services 
in their respective areas. 


Two adolescent girls were selected from each habitation 
with 20 girls being trained for each health sub centre. 
Each adolescent was assigned to take care of 5 
antenatal & 5 post natal mothers. They motivated these 
mothers to consume IFA tablets, identified danger signs 
of mother and child for early referral, informed and 
assisted the mothers to reach appropriate referral centre 
and promoted breast feeding and immunisation 


amongst other activities. 


(VI) Other initiatives 

4 Power Point Presentation of Govt of Tamil Nadu at the 2" Regional 
Workshop on Health Sector Reforms: Experiences of Select States at 
Hyderabad, 14-15" February 2005 and G.O. (2D) No.6 Health and 


Family Welfare (EAP3) Department dated 27.1.2003 
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(A) Maternal death auditing system” 


Maternal death reporting did not include eliciting of 
direct and indirect causes of death. Knowledge of the 
causes of death helps in deciding the nature of 
interventions required for prevention and control of 
maternal mortality. Hence a system of maternal death 
auditing was introduced in 2004. Under this system, 
every maternal death is reported within 24 hours to the 
Commissioner of Maternal & Child Health and Welfare 
and Secretary (Health) at State level. The Deputy 
Director of Health Services, Director of Public Health 
and Preventive Medicine, and the District Collector 
are also notified. This notification is done by field health 
functionaries, medical officers, Head of the Department 
of Medical College Hospitals, Superintendent or Chief 
Medical Officer of taluk/non-taluk/district headquarters 
hospitals and heads of private health institutions as per 
the place of where a maternal death has taken place. 


A detailed investigation is conducted into the notified 
deaths by a medical officer who visits the place of death 
and collects information from health functionaries and 
relatives of the deceased. A comprehensive format has 
been developed for conduct of verbal autopsy. The 
Deputy Director of Health Services (DDHS), District 
Public Health Nurses (DPHNs) and the Corporation 
Health Officers (CHOs) have been trained to use the 
format. These officials in turn have trained all medical 
officers of PHCs, Urban Health Posts, municipal 
medical officers, woman medical officers of maternity 
homes. The medical officer submits the report within 
15 days. On receiving verbal autopsy reports, the 
DDHS and DPHN scrutinise the reports for its quality 


*G.O. (Ms.) No.223 Health and Family Welfare (R1) Department 
dated 9.7.2004 and PROD Reference number: 67 at Wwww.prod- 


EF incia.com accessed on 5" July 2006 
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and completeness and prepare a case history of th 
maternal death listing the contributing factors 1 


consultation with all concerned health personnel. 


With regards to maternity cases discharges against 
medical advice (AMA) and absconded from 
institutions, heads of institutions (public and private 
hospitals) send the details of the person to DDHS, who 
then sends the list to the concerned area medical officer. 
The medical officer finds out cases of maternal deaths 
among the list which are not reported earlier and 
conducts investigation into the cause of death. Cases 


not reported earlier are notified to the Commissioner 


| of Maternal & Child Health and Welfare and Director 


of Public Health and Preventive Medicine. 


A District Level Committee has been formed under the 
chairmanship of District Collector to review the 
maternal deaths. The Committee includes DDHS, Joint 
Director of Health Services, Deputy Director (Medical), 
Dean of Medical College, Regional Director of 
Municipal Administration, Obstetrician of District 
Hospital, Obstetrician of Medical College Hospital and 
DPHN. The Committee meets fortnightly to carry out 
the audit of select cases (4-5 per month) of maternal 
deaths; it meets relatives of the deceased as well as 
various health service providers to elicit factors (direct 
& indirect) contributing to maternal death. Based on 
the review it submits its report about the corrective 
measures to be taken to minimise the maternal deaths 
to Commissioner of Maternal & Child Health and 
Welfare and Secretary (Health). 


Additionally, there is a State level Maternal Death Audit 
Committee which meets once in two months to scrutinise 
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all reports received from district collectors, review 
quality of maternal death audit and take necessary 
follow up action. This Committee comprises Secretary 
(Health and Family Welfare), Commissioner, Maternal 
and Child Health and Welfare, Commissioner Municipal 
Administration, Director of Institute of Gynecology, 
Director of Public Health and Preventive Medicine, 
Director of Medical and Rural Health Services, Director 
of Medical Education, Deputy Director, Institute of 
Public Health and other experts. 


As aresult of this initiative, timely actions and referrals 
have been reported as well as a decline in number of 
maternal deaths has been noted. 
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Profile of the State 


Indicator 
Population 


‘ 1 
Total Population (2001) 62,110,839 


Population Density (persons per sq. km) (2001)! 
1 


Male Population (%) (2001)! 
Estimated Urban Population (%) (2001)! 
Scheduled Caste population (%) (2001)! 
Scheduled Tribes population (%) (2001)' ee 
Total number of disabled persons (2001)! 


Total Fertility Rate (per woman)? 


227 
Sex Ratio (females per 1000 males) (2001)! : 986 


Birth Rate (per 1000 population)? 171 
Death Rate (per 1000 population) * 


~~ 
Nn 


Socio-Economic Profile 


Number of Districts 

Literacy Rate (total) (%) (2001)! 

Female Literacy rate (%) (2001)! 

Main workers to total population (%) (2001) ! 


ey) 
(a, 


73.45 
64.55 
38.07 


Water, Environment & Sanitation 
212 
50.5 


Households using piped drinking water (%)* 
Households with access to a toilet facility (%)* 
Health Status 

Infant Mortality Rate (per 1000 live births)? 


Deliveries assisted by a health professional (%)? 


am 
— 


45.7 


Health Infrastructure 

Number of Medical College Hospitals (MCH)* 
Number of District Headquarter Hospital (DHH) * 
Number of Community Health Centres (CHC) ° 
Number of Primary Health Centres (PHC) ° et 
Number of sub-centres (SC) ° 10356 
Health Financing 

Total health expenditure as % of budget* 
Public Expenditure on Health (Total)* 


i) 


— 
_ 


No) 
Ns 


3.9 % (2004-05) 
Rs.1495 Crores 2004-05 


'Census 2001, RGI 
2-NFHS-3, Fact Sheet 2005-06. 


SRS 2004, RGI 
‘Response by State Government to Questionnaire on Health Sector Reforms, MOHFW, Gol 


SMOHFW, Gol (2006), “Bulletin on Rural Health Statisties in India 2006”. 


104 


Health Sector Reforms in India 
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WEST BENGAL 


he present State of West Bengal, called Gauda 

or Banga in Vedic ages, became a constituent 
state of Indian Union on 15" August 1947 as a result 
of partition of Bengal province. The state, owing to its 
favourable geographic location, has a long history of 
trade and commerce relations with different parts of 
world. It has a rich history of art, cultural and economic 
development under different dynasties during the pre- 
British era. The British on establishing their rule in the 
Indian sub-continent made Kolkata (Calcutta) the 
capital, which remained so until Delhi was made the 


new capital in 1911. 


West Bengal, the 12" largest state of India, stretches 
from Himalayas in the north to Bay of Bengal in the 
south occupying an area of 88,752 Sq.kms. It is 
bounded on north by Sikkim & Bhutan, on the east by 
Assam & Bangladesh, on the west by Orissa, Bihar & 
Nepal. Select demographic, socio-economic and health 
indicators are tabulated at the beginning of the chapter. 


The Health Department in the State is organised into 
four main directorates- Directorate of Health Services, 
Dir-ectorate of Medical Education & Training, 
Directorate of Homeopathy and Directorate of 
Ayurveda. In addition, there is a separate Directorate 
of Drug Control. The work of these Directorates is 
monitored and coordinated by the Secretariat of Health 
& Family Welfare Department. The Secretariat is 
headed by Principal Secretary. Director of Health 
Services and Director of Medical Education are ex- 


officio Secretaries to the Department. Four officers of 


Indian Administrative Service are posted in the 
Department in the rank of Special Secretary to assist 
the Principal Secretary. They look after different projects 
and programmes and are also assigned routine 
supervision of various branches of the Department. The 
State Health and Family Welfare Samiti headed by an 
Executive Director. The Directorate of Medical 
Education mainly looks after tertiary care hospitals 1.e. 


. medical colleges & specialty hospitals and medical 


education & research. The Directorate of Health 
Services is in-charge of primary and secondary health 
care systems including public health. The State Institute 
of Health & Family Welfare is engaged in providing 
different kinds of in service trainings. There are various 


other specialised training schools. 


The State has entered into a Memorandum of 


Understanding with the European Commission with the 
concurrence of Government of India, for implementation 
of Sector Investment Programme. Major activities of 
the SIP include ANM training, FRU operationalisation 
(including anaesthesia training), capacity building of 
district/block societies, State Thalassemia Control 
Programme, strengthening of health information system 
& introduction of e-management in health system in 
districts, school health project and urban health 


improvement plan. 


West Bengal Health Systems Development Initiative 
(HSDI) is a programme supported by DFID to facilitate 
DH&FW to implement its Health Sector Strategy 
2004-2013. The HSDI is based on sector wide 
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approach and seeks the integration of all on-going 
schemes and initiatives. 


The World Bank funded the State Health Systems 
Development Project (SHSDP Il), from 1996 to 2004. 
Major programme areas of the project included 
strengthening of secondary care sector and introduction 
of managerial innovations. Under this Project, about 
214 hospitals (18 district hospitals, 61 sub divisional / 
State general hospitals and 95 rural hospitals) and 36 
health centres were upgraded and strengthened. 


Reforms underway in health sector 


Planning in the Department of Health and Family 
Welfare was ad-hoc as well as coordination between 
different initiatives and agencies was poor. In this 
scenario, the government embarked on a process of 
improving the health system and services in the State in 
the year 2000 with a long term vision. 


In this process, DH& FW has developed a 10 year 
Strategic Framework defining the health outcome goals 
and identifying the strategies and operational initiatives 
necessary to realise the same. A network of strategic 
planning structures, at the centre of which 1s the Strategic 
Planning and Sector Reform Cell (SPSRC) has been 
established. The ‘Health Sector Strategy 2004-2013’ 
was brought out in February 2004'. This forms the 
basis of all future planning and budgeting across health 
sector. Further, the strategic document is dynamic which 


is meant to be continuously updated as needed. 


The SPSRC has undertaken a number of strategic 


http://www.wbhealth.gov.in/health sector/ 
Health sector reform.pdf. & Memorandum No SPSRC/106 dated 
February 23, 2004 
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Studies which provide the government with rich 
information base on which reforms are designed and 
implemented. Subsequently in 2006, the role and 
structure of SPSRC has been redefined?. The staff of 
SPSRC is a mix of regular government employees and 
contractual staff. 


Annual Action Plan for the Department 


Though all national health programmes and other 
initiatives have their own working plans, there was no 
single comprehensive plan of the Department of Health 
& Family Welfare. Such comprehensive plan was felt 
essential for an integrated approach and to address the 
multifaceted and inter-related problems in the 
Department. A workshop involving important 
functionaries of the Department was organised on 
March 17, 2006 where in a core group of officers has 
been identified in the Department to carry forward the 
process on long term basis. A working group has been 
set up for annual planning and preparing Medium Term 
Expenditure Framework, which will address this issue. 


(I) Reorganisation and restructuring of existing 
government health care system 


Over the years, the Government has created a huge 
infrastructure across the State for providing health care 
services to the people. Time to time repair and 
reconstruction of the buildings is being carried out by 
local bodies under various development schemes. Along 
with huge infrastructure, the government has also 
recruited a large number of doctors, technicians, 
paramedical and other staff for positioning in these 
health institutions. 


’G.O. No. HF/SPSRC/HSDI/106/2004 Pt./506 dated March 
31,2006. 
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A review of the existing basic health care facilities 
indicated that a need based and utility based planning 
for infrastructure and manpower should be undertaken 
when utilising the resources obtained for this purpose. A 
discrepancy in the availability of facilities and their usage 
was found in many basic health care institutions. Hence 
it was decided to give priority to upgrade and strengthen 
those facilities that are providing indoor services to its 
patients and in those facilities where there is a potential 
for providing these services. Under the new scheme’, it 
has been made mandatory for all Block PHCs to have a 
minimum 30 bedded indoor department with all other 
necessary facilities for indoor care. Accordingly all 
BPHCs have been strengthened with infrastructure 
including upgrading and repair of buildings, equipment 
and manpower deployment (at least 3 medical officers). 
Those PHCs providing indoor facilities (minimum 10 
bedded) and those with a potential to do so have been 
provided with additional infrastructure and manpower 
(at least 2 medical officers). All other PHCs function 
with only outdoor facility and the staff in these PHCs is 
withdrawn and redeployed in BPHCs and PHCs with 
indoor services. The OPD functions are being carried 
out by staff deployed on rotation basis from BPHCs. 
These measures have been taken with an objective to 
effectively allocate the resources for improving the quality 
of indoor services while not hampering the functions of 
PHCs which are providing only out-patient care. 


(II) Changes in health system organisation, delivery and 
management 


(A) Decentralisation 


The Department of Health and Family Welfare, 


> Memorandum No. HF/O/MS/107/W-17/2001 dated 
arch 8, 2002 


Government of West Bengal renewed its commitment 
to strengthen de-concentration and decentralisation in 
health planning and management. This is seen as a key 
development in ensuring improved targeting of services 
to the most needy and to ensure improved equity of 


access‘. 


West Bengal has been at the forefront in decentralising 
powers and resources to the elected rural and urban 
local government institutions. There is an on-going 
debate as to whether the government is following 


decentralisation or de-concentration. In practice, the 


_government policy has been a mixture of 


decentralisation and de-concentration characterised by 
association of PRI with health care planning and 
management but no wholesale transfer of line 
department (health) to the elected bodies as the 
DH&FW still remains the administrative department 
for all decentralised bodies. The State government has 
taken several initiatives for widespread dissemination 
of its policies on decentralisation and other reform 
measures. One of these is the distribution of ‘Health 
Sector Strategy’ document, translated into Bengali, to 
all district and block level officials. Orientation 
workshops on the subject have also been organised 
for these officials. 


(i) Formation of District Health Committee,. 
State/District/Block Health and Family 
Welfare samitis P 


In keeping with the State government’s policy of 
decentralisation and empowerment of Panchayati Raj 
Institutions, the DH&FW had constituted District Health 


“Dept. of Health & Family Welfare, GoWB (2005), “The Health 
Sector Strategy 2004-2013,” Strategic Planning and Sector Reform 
Cell, Health and Family Welfare Department, West Bengal. 
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Committees (DHC) in all districts except Kolkata and 
Darjeeling. On similar lines, a sub-Divisional Health 
Comunittee has been constituted for Siliguri sub division 
of Darjeeling>. By this, the panchayat became a key 
participant in the planning process. This committee is 
responsible for coordination between different agencies, 
implementation, review and monitoring of all health 
programmes at the district/sub-division level. It also 
allocates resources amongst different agencies, issues 
work orders and implements approved procurement 
plans in accordance with the guidelines issued by the 
DH&FW. 


A review of the DHCs brought out the need for 
efficiency and coordination among different agencies 
in the district for providing necessary administrative 
guidelines and ensuring proper management of all health 
institutions. Hence, the State government dissolved all 
existing health committees in the districts, sub-division 
and reconstituted the DHC in all districts, Siliguri sub 
division and Darjeeling Hill Region*®. It was also resolved 
that the DHCs could constitute sub-committees for 
implementing technical aspects of different health 


programmes. 


Further, to bring all health care activities under a single 
umbrella, District Health and Family Welfare Samitis 
have been constituted’ in 2002. By this, the earlier 
vertical health programme societies were merged. 
Sabhadipati of Zila Parishad is the president of governing 
body of the samiti and Chief Medical Officer of Health 
is the secretary. Management of the samiti is looked 
after by the District Magistrate who is also the executive 


vice-president. Other members include local elected 


’ No.H/TDE/1078/M-18/95/Pt.1 dated December 26, 1995 and 
No. H/TDE/100/1M-18/95 Pt.1 dated February 5, 1996. 
© No. HP/N/GA/3820/3C-05/2001 dated October 3, 2001 
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representatives, representatives of NGOs and 
government functionaries. 


Since the districts are huge with large population and a 
number of health institutions, it was felt that health 
planning and management need to be devolved to a 
still lower level. To fulfill this need, Block Health and 
Family Welfare Samitis (BH&FWS) have been 
constituted in each block*. This samiti is responsible 
for implementation, review, monitoring of all activities, 
schemes, projects and programmes. BH&FWS is also 
involved in management of health institutions situated 
in the block. 


For an integrated approach to health programme, at 
the State level too, all existing societies on public health 
programmes have been merged to form the West 
Bengal State Health and Family Welfare Samiti’. All 


national and state public health programmes are 


- implemented through this samiti. 


(ii) Sub centres workers placed under the 
supervision of Gram Panchayat 


With a view to strengthen decentralised implementation 
of rural health services and schemes, the services of 
health workers (health assistant, community health 
guides and trained dais) attached to the sub centre have 
been placed under the direct supervision of gram 
panchayat of the village where the sub centre is 
located'®. The post of health assistant has also been 
re-designated as ex-officio gram panchayat health 
assistant. The gram panchayat has been vested with 


powers to issue working certificates to these officials. 


7 No.HF/O/PHP/322/0-23/98 dated May 20, 2002. 

8 No.HF/O/PHP/619/0-23/98 dated September 24, 2003. 

° Memo. No.HF/O/PHP/92/0-23/98 dated February 21, 2003 and 
No. HF/326/PHP/2003 dated May 12, 2003, 


Notification No.H/P & B/413/2B-51/2001 dated August 28, 2001] 107 
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The salary/honorarium/wages of the concerned official 
is drawn and disbursed on the basis of working 


certificate issued by the gram panchayat. 


To enable the gram panchayat to discharge its duties in 
this aspect, they have been provided with copies of 
job definitions of health assistant, list of all sub centres 
in the district and names of health assistants placed at 


the sub centres!!. 


To ensure timely payment and proper disbursement to 
the health workers in such situation as non-functioning 
of gram panchayat due to litigation or otherwise, the 
Block Development Officer has been empowered to 
ensure issuance of working certificate and formats of 
‘working certificate’ have been made available to 


them’. 


(iii) Preparation of district plans 


When Government of India made a shift from target 
approach to need based approach, it was essential that 
the districts prepare their own need based plans. Yet, 
the district level officers were not adequately equipped 
for the task and appropriate plans addressing actual 
needs were never made. Hence with a view to enhance 
the capacities of district functionaries, a workshop of 
Chief Medical Officers of Health (CMOH) of all 
districts was organised on March 17, 2006. They were 
briefed on the importance of district plans in achieving 
desired health outcomes. Process has been initiated 
for preparation of district plans under RCH-II and all 
districts submitted their district plans for 2005-06. The 
plans were appraised and feedback given to the 
districts. This is now evolving into integrated district 


"' Notification No.H/P & B/414/2B-51/2001 dated August 28, 2001 
'* No.H/FW/86/587/GFW/2001 dated September 7, 2001. 
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plans under National Rural Health Mission. 


(iv) Constitution of task force for different 


categories of hospitals 


One of the responsibilities of the DH&FWS is close 
monitoring and supervision of the functioning of various 
health institutions in the district. Large number of health 
institutions with varying functions meant that a single 
body cannot adequately take up the responsibility of 
monitoring and supervision of these institutions. Hence, 
in 2003 separate task forces have been constituted from 
amongst the members of the general body of the samiti; 


~ one for the district hospitals and another for the sub- 


divisional and state general hospitals'’. The concerned 
Block Health and Family Welfare Samiti is responsible 
for overseeing the functioning of rural hospitals, block 
primary health centres and primary health centres. 


The task force visits the hospitals to look into the areas 
of hospital administration. It helps local authorities to 
work towards systematic improvement of patient-care 
delivery system and identifying gaps and deficiencies. 
It also makes appropriate recommendations to the 
Directorate or Department for corrective measures. 


(v) Restructuring of sub centres and 
consequential changes in the organisational 
set up at different levels. 


Organisational structure under the multi-purpose health 
programme had three levels of supervision- a health 
supervisor for six sub centres stationed at the PHC/ 
SHC (Subsidiary Health Centre), PHC M.O. and 
Block Medical Officer of Health. 


'S Memorandum No.HF/O/PHP/735/O-23/98 dated November 14, 


2003. 
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Decentralisation of health programme led to 
restructuring of the existing organisational set up for 
enhancing the role of gram panchayat (GP). One sub 
centre, designated as the Head Quarter sub centre (HQ 
subcentre) is located in every GP of the district. The 
second and third tier of monitoring has been replaced 
by a health supervisor located at this HQ sub centre. 
The health supervisor is responsible for monitoring and 
supervision of health assistants of all sub centres within 
that particular GP". 


The health assistant (male & female) and the health 
supervisor are also members of the Gram Panchayat 
Health and Education Upasamiti. Under this new set 
up, provision has been made for one honorary male 
volunteer at those non-HQ sub centres where there are 
no health assistant (male) and one female volunteer at 
the Gram Sansad level. For better community 
participation in health programmes at the village level, 
self help groups working in concerned Gram Sansad 


have been associated with the activities of the sub centre. 


The third level of monitoring and supervision has been 
retained by Block Medical Officer of Health. H/she is 
assisted by medical officers of other health institutions 
in the block in monitoring and supervision. Staff, 
officers, volunteers as well as members of PRI and 
SHGs who are involved in the implementation of multi- 
purpose health programme scheme have been imparted 


training to carry out their new roles. 


(vi) Gram Panchayat Head Quarter sub centre to 
be the centre of monitoring activity 


In the new re-organised system of sub centres, 


‘G.O.No. H/FW/467/38-3 1/2002 dated October 14, 2003 
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panchayats play a more active role in ensuring better 
functioning of the promotive and preventive health care 
system in rural areas. 


The Gram Panchayat is an integral part of planning and 
monitoring the health system at the village level. To 
enhance this function, the Gram Panchayat Head 
Quarter sub centre has been made the centre of 
monitoring public health activities jointly by the GP 
Health and Education Upasamiti and the health 
department functionaries’’. The health supervisor has 
been shifted to HQ sub centre and is made responsible 
for preparing the monthly review report by compiling 
monthly reports from all sub centres, angan wadi worker 
(AWW) reports and PHC reports for discussion at the 
monthly review meeting. This meeting 1s also attended 
by members of panchayat and a medical officer from 
the block. 


Sub centre and PHC level health committees have also 
been constituted with PRI functionary (gram pradhan) 


as the chairman for better supervision"®. 
(B) Public Private Partnership 


Resources are diminishing in public health system which 
is unable to address all the needs of health sector. 
Spiraling growth of private sector is coupled with very 
low coverage of health insurance and almost non- 
existent social health insurance systems. It is in sucha 
scenario that a policy of partnership with private sector 
including community based organisations/NGOs and 
civil society was adopted by the Department of Health 
and Family Welfare. 


1S G.O.No. H./FW/276/705/CFW/2004 dated October 1, 2004 
16 GO.No. H./FW/276/705/CEW/2004 dated October 1, 2004 
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As a policy decision, GoWB is actively pursuing 
partnership with private NGO sector in providing 
primary, secondary and tertiary health care services 
thereby involving them in a wide range of service 
provision. West Bengal government has formalised the 
Public Private Partnership (PPP) Policy which lays 
down guiding principles for such partnerships'’. The 
policy also identifies the scope of PPP and spells out 
models of PPP for consideration. Private public 
partnerships are seen as means to strengthen the basic 
health and medical care facilities and to improve their 
efficiency. Through such initiatives, efforts are underway 
to make available quality medical care at affordable 
cost to the population especially those in rural areas. 


The Strategic Planning and Sector Reform Cell in the 
DH&FW is acting as the nodal agency for developing 
models of PPP and is involved in provision of technical 
assistance for implementation and monitoring of various 
schemes under PPP. 


Some of the major initiatives undertaken are described 


below. 


(i) Ambulance services at Block Primary Health 
Centres /Primary Health Centres'® 


It is well recognised that immediate transportation in 
emergency medical situations can save lives and yet 
there is a dearth of emergency transportation services 
in rural areas especially the remote ones. The effect of 
timely transportation is enhanced if they are 


'” G.O.No.HF/BHP/Kfw/AMBL/107/2004/286 dated December 28, 
2004. 

'® Dept. of Health & Family Welfare, GoWB (undated),Scheme 
“Ambulance Services at Block Primary Health Centres/Primary 
Health Centres through Public Private Partnership Indo —German 
Basic Health Project, West Bengal” 
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complemented with efficient ambulance services 


providing essential emergency care. 


To fulfill this need and bridge the existing gap in service 
availability, the Government of West Bengal has set up 
emergency transportation services by involving NGOS/ 
CBOs/Trusts. These agencies take up the day to day 
operational management of ambulance services. The 
scheme is co-financed by Federal Republic of Germany 
through KfW under the Basic Health Project. The 
objective of the scheme is to develop and establish 
NGOs/CBOs/Trust operated sustainable cost effective 


ambulance services for transporting accident, 


emergency and other patients to appropriate referral 


medical care centres. 


This scheme is currently operational in eight districts of 
Purba Medinipur, Paschim Medinipur, Purulia, Bankura, 
Birbhum, Jalpaiguri, Cooch Behar and Darjeeling. A total 
of 133 such ambulances are on road providing 


transportation for referral and emergency cases. 


Interested organisations have been invited to submit 
the application for partnership in this scheme. A 
memorandum of understanding (MoU) is signed 
between the District Health and Family Welfare Samiti 
and the selected private partner. The MoU clearly 
defines the nature of partnership and ownership; roles, 
responsibilities and obligations of each party; 
mechanisms for investment, meeting recurring cost and 
revenue sharing, monitoring and grievance redressal; 
and conditions for termination of agreement. 


To enable smooth functioning of the services, Standard 
Operating Procedures (SOP) manual for ambulance 


services has been prepared and is followed by the 


SS 
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private partner. Under this agreement, the government 


oe : services. To enable wider reach of the services, the 
bears the initial capital cost of ambulance and other 


; . private partner has set up pathology sample collection 
equipment while the recurring cost towards maintenance centres in the PHCs of the BPHC/Rural Hospital where 
is borne by the private service provider, for which it 


collects user charges from the clients as fixed by the 
government. 


pathology samples are collected and reports of tests 
delivered. List of diagnostic services to be provided 
by the private sector partner (PSP) and user charges 
for these tests have been fixed by the Government. 
Exemption has been provided to patients belonging to 
BPL families and emergency cases (20 % of total tests 
in each type). 


226 NGOs had applied for the extension of the scheme. 
Preliminary selection of 139 NGOs has been completed 
by the districts for 151 blocks. Along side institutional 
visit and screening of 130 NGOs selected by the 
districts has also been completed. An agreement is signed between the District Health 
and Family Welfare Samiti (DH&FWS) and the private 
sector partner (PSP) to operate the diagnostic services. 
The DHFWS/BHFWS provide rent free space to 


private partner to set up the diagnostic centre in the 


(ii) Establishing diagnostic services in Rural 
Hospitals/BPHCs through public private 
partnerships” 


BPHC/Rural Hospital and sample collection centre in 
PHCs while the PSP collects and retain the user charges 


for operation of laboratory, salary payments and other 


Diagnostic facilities in PHCs/BPHCs were minimal 
(basic routine investigations, tests for malaria and 


sputum for AFB) and did not meet all the requirements 
expenses. 
of patients in these centres. As a result, both doctors 2 


ee oe be eens Bae The PSP is responsible for providing quality services 


eas Siatara tilts Sana a cee through qualified technicians, quality equipment and 
whose quality is of concern. Hence, the Government 
of West Bengal had formulated setting up an adequately 


equipped diagnostic facilities in rural hospitals in 


reagents and by maintaining cleanliness and proper 
disposal of bio-medical waste. The overall monitoring 
of the operations of the facility has been entrusted with 


partnership with private agencies/practitioners and the Additional Chief Medical Oficer en Health ts shane 
NGOs so that good quality services are made available 


at an affordable cost. 


the PSP submits the monthly reports. 


To ensure optimum utilisation of this scheme, 


In the initial phase, this scheme is being implemented in government orders have been issued by the DH&FW, 


19 rural hospitals in 12 districts. For each rural hospital, GoWB directing all Superintendent/BMOH and other 


one private partner has been selected to provide doctors of BPHC/Rural Hospital to refer all patients to 
EE————————— the diagnostic centres within these health institutions. 
Memorandum No.PPP/829 dated April | 2004 and scheme 

‘Establishing Diagnostic Services in Rural Hospitals/BPHCs through ae 

Public Private Partnerships Basic Health Project, West Bengal”, The scheme was reviewed within six months of 
Department of Health and Family Welfare Government of West 
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implementation and changes incorporated as per the 
recommendations. The perceived benefits of PPP 
initiatives included better and good quality health care 
services to the community at relatively lower cost with 
no additional financial burden on government; expansion 
of private partners’ operation; better service delivery 
by the private partner due to greater accountability and 
involvement of PRIs/CBOs in the DH&FWS; and 
optimal utilisation of infrastructure in public health 
facilities. 


(C) Contracting /out sourcing 
(i) Contracting out diet services 


The government has decided to scrap free diet provision 
to all inpatients in government hospitals and has 
introduced a new system of diet provision by issuing a 
G.O.°*°. The preparation and supply of diet has been 
outsourced to agencies selected through an open tender 
procedure. Charges for diet and modifications in diet 
supply system in government hospitals have been 
introduced with effect from April 1 2002 by a 


government order”'. 


Patients who opt for diet from hospital are charged 
50% of the cost of diet while BPL patients admitted in 
free beds are supplied diet free of charge. The new 
system has intended to cut down on wastage as only 
those many plates of diet are prepared as needed by 
the patients. The existing facilities for preparation of 
diet have been used by the selected agency and price 
advantage on the same has been obtained. 


Executive committees of the DH&FWS have been 


* G.O.No.HF/O/MS/549//5S- 1/2001 dated November 26, 2001 
*! Memorandum No.HF/O/MS/549/5S-1/2001 dt 26 November 
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entrusted with the responsibility and powers o 
discharging the duties of former district diet tender 
selection committees which have been abolished. 
Guidelines for ensuring quality of diet and an illustrative 
diet schedule have been drawn by the government and 
CMOH/Superintendent of the hospital is responsible 


for implementation. 


(ii) Joint ventures with private partners to provide 
CT scan services in three Medical Colleges” 


To provide specialised diagnostic services to patients 


within the premises of the health facility, the State 


government has entered into joint venture with private 
partners who provide CT scan and MRI services in 6 
medical colleges. The Department of Health and Family 
Welfare has provided rent free accommodation for 
installation of equipment along with access to power, 
water supply and sewerage connection. The private 
partner has installed equipment and incurs all the 
recurring & maintenance cost towards running of the 
services. Specifications of the plant machinery, modality 
of functioning are determined by the Department and 
private partner is required to strictly adhere to these 
specifications. These centres cater to a fixed number 
of paying patients and free patients referred from the 
government hospitals. The private agencies are also at 
liberty to provide services to patients from private 
sources subject to the condition that they pay a flat 
price of 25% of revenue earned from each patient to 
the Department. This amount is deposited in the 
government account where other revenues collected 
from patients are deposited. 


In course of internal meetings within the Department, it 


* G.O.No.HF/O/MERT/637/W-64/2001 dated August 6, 2001 and 
No. HF/PPP/124/2004/288 dated January 24, 2005 
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was recognised that the existing formats for agreements 
with private agencies need to be revised based on the 
current experience of functioning of PPP. For this 
purpose, suggestions were invited from all heads of 
medical colleges as well as private partners. An 
independent evaluation was undertaken. Based on these 
inputs, the scheme is presently being revised. 


Apart from these new initiatives in contracting out 
services, hospitals supported under SHSDP-II continue 
to follow the system of contracting out”. Services which 
are contracted out in these hospitals include security 
and scavenging services, operation and maintenance 
of generators, hiring of ambulance(s) for hospitals and 
staff car(s), maintenance of equipments, appointment 
of medical, paramedical and technical personnel on 
contract basis in different hospitals 


(iii) Mechanised laundry units for hospitals in- 


Kolkata” 


With an objective to improve the quality of washing 
and disinfection of hospital linens as per norms and to 
minimise potential risk of infection transmission through 
reused linen, the government has entered into 
partnership with private agencies to establish and run 
state of art technology mechanised laundry units. 


This scheme is operational in three hospitals (catering 
to all 30 hospitals in the three hospital zones) in Kolkata 
wherein selected private agencies have installed the 
laundry units in the space provided by the hospitals. 
The private agencies are responsible for collection of 
duly tagged soiled linen from the cluster of hospitals in 
each zone on a daily basis and delivery of duly washed, 
” Memo No. HF/N/MS/284/W-134/04 dated October 5" , 


2004 
* No HAD/(M-7}-03/PPP/238 dated December 29", 2004 
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ironed and packed linen to the respective hospitals 
within 48 hours. The private agency bears all recurring 
expenditure for maintenance and running of the laundry ~ 
units including cost of electricity, water, manpower, 
detergent, disinfectant etc. while the government pays 
the agency a sum of Rs 7.45 per kilogram of soiled 
linen whichis inclusive of charges for washing, collection 
and delivery. The agreement to this effect has been 
signed between the Deputy Secretary (Medical 
Education Research & Training) on behalf of the 
government and the selected agency for an initial period 
of five years from 2004. The agreement is liable to 
termination on failure to comply with any of the clauses 
of agreement by the private partner. 


(iv) Provision of hemodialysis facilities to patients 
referred from government hospitals at AMRI, 
Kolkata* 


To meet the rapid increase in demand for hemodialysis 
facilities, the government is enhancing the existing 
facilities in State health institutions. The government has 
also explored other options to provide the service at a 
comparable cost which will reduce the waiting time for 
the patient as well as the load in the few state hospitals 
providing this facility. One such arrangement is with the 
Advanced Medical Research Institute (AMRI), a joint 
sector health care facility. AMRI is offering services of 
hemo-dialysis to patients referred from state government 
hospitals at a cost of Rs.1075 per sitting inclusive of all 
accessories and day care charges. This rate package 
for referred patients is comparable to the prevalent rates 
in government hospitals (Rs. 500 per sitting excluding 


cost of accessories). 


2> Memorandum No. HF/MERT/SS-114/2004/PPP/287 dated 
January 21", 2005 
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All State government hospitals are publicising this option 
to patients requiring hemo-dialysis leaving the choice 


to the patient. 
(D) Granting of autonomy” 


Recognising the need to grant autonomy to institutions 
for effective and efficient delivery of health services, 
Government of West Bengal has initiated dialogue to 
plan granting of autonomy to district health 
administration system as well as secondary and tertiary 
level hospitals. It is being considered to allow greater 
autonomy to the district and block level samitis so that 
their functioning is strengthened. 


Greater autonomy has also been introduced at the 
facility level, with delegation of administrative and 
financial powers to Principals of medical colleges, Chief 
medical officers, Superintendents of hospitals and 
Assistant chief medical afficer for health. This was 
undertaken as part of the World Bank funded State 
Health Systems Development Project. 


Some of the obstacles foreseen for granting autonomy 
to health institutions are lack of managerial skills among 
the concerned staff, present system of flow of funds in 
the government sector and general shortage of funds in 
the health sector. 


(EK) Changes in health management information 
system (HMIS) 


(i) Linking primary level data and secondary data 


*°GoWB (2005) Response to Questionnaire Health Sector Reforms 
from MOHFW, Gol and 


http://www.wbgov.com/E-gov/English/Departments/ 


DeptDetails.asp?DPId=90&LinkId=8&Type=1, site last accessed 
on April 19th 2006 
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HMIS of DH&FW has two components: (A) Hospital 
data (B) Public Health Data. 


(1) Hospital Data: A health intranet has been developed, 
where by, using Web based HMIS system, on-line 
tracking of hospital performance and generation of 
hospital indicators for all hospitals having more than 


100 beds is carried out. 


(2) Public Health Data: Software has been developed 
for integration of electronic data of all public health 
programmes from sub centre upwards at BPHC. This 
is further linked with the district and state head quarters 


~ using the same health intranet. A dedicated public health 


web portal has been commissioned. The field testing 
of the software is being carried out in nine blocks in 
three districts namely, Uttar Dinajpur, Burdwan & 
Paschim Medinipur. 


(ii) Linking inventory management systems for 
drugs with HMIS 


Integrated drug management & store inventory system 
has been developed & implemented at Central Medical 
Stores (CMS), all 18 District Reserve Stores (DRS) 
and 37 decentralised hospitals (9 medical college 
hospitals, 18 district hospitals & 10 specialty hospitals). 
The following modules have been used: (a) rate chart 
creation & vendor selection at CMS, (b) order, 
receipts, storage & issue cycle at each DRS & 
decentralised stores, (c)Sub-store maintenance at each 
hospitals which includes OPD & IPD pharmacy and 
(d) web based non-statutory quality control system. 
Implementation of modules has also begun. 


(iii) Monthly reports and HMIS manual?’ 
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The Department of Health & Family Welfare has 
undertaken development of a HMIS Manual. A system 
of monthly report of performance indicators for all 
hospitals in the State and quarterly report of 
performance and efficiency for district/state 
government/sub-divisional/rural hospitals and BPHCs 
has been introduced. Earlier, without computerisation 
of records and a strong MIS system, records were 
irregular and erratic. The new HMIS has improved 


recordkeeping of inputs and outputs. 


Full utilisation of this new HMIS is yet to take place to 
improve accountability and hospital management. 
Greater initiative by the staff and managerial capacity 
are seen as key to bring in complete implementation of 
new HMIS. | 


(II1) Changes in financing methods 


Generation of additional resources to finance the health 
system and provide better services necessitated the 
need to introduce alternate methods like user charges 
for services, diet charges and afternoon pay-clinics. 
These measures initially met with opposition from 
political and professional bodies and some other 
sectors. Awareness generation meetings were held with 
different stakeholders like the PRIs, professional bodies 
and unions to overcome the resistance. Since then a 
number of reforms have been introduced in the financial 


methods and its management. 


(A) Introduction of new financial management 


system” 


With new systems, functioning of Audit Committee, 


7” MGoWB (2005) Response to Questionnaire on Health Sector 
Reforms from MOHFW/Gol, 
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which monitors the replies to Audit Paras of Comptroller 
and Auditor General, has improved. Response to senior 
officials on audit queries has also improved. The number 
of audit paras settled has increased from 427 in 2003- 
04 to more than 1000 in 2004-05. 


Internal audit systems are being strengthened and 
auditors are being recruited from outside to carry out’ 
this task. Proposals have been invited through press 
advertisements for engagement of chartered 
accountancy (CA) firms in December 2005 and 36 
chartered accountants have been appointed for audit 
of 18 district hospitals and CMOH offices. The short- 
listing of firms for audit of other establishments is under 
process. The entire process is conducted under the 
supervision of Commissioner of Internal Audit and 


Principal Secretary, Finance Department. 


Posts of 18 accounts officers have been sanctioned for 
all the CMOH offices. Posting orders have been issued 
for 11 posts and the remaining 7 are appointed on 
contractual basis. 


(B) Levying of user charges for services 


The State government has introduced user charges for 
services in all public hospitals at secondary and tertiary 
care level as a policy decision but excludes the poor. 


Hospital charges were first introduced in 1998 in the 
Medical Teaching Hospitals” in Kolkata. It was stated 
at that time that situation would be reviewed and a 
decision would be taken for revising the existing charges 


and introducing similar charges in other State hospitals. 


2» Department Memo No. HF/O/MS/701/w-12/95 dt. 17.11.98 


me 
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The rates were revised after a market survey for similar 
procedures and services and internal discussions within 
the Department. Since then, the rates for bed rent, cabin 
rent and charges for various services (outpatient and 
inpatient) have been revised and fixed in various 
hospitals (teaching hospitals, non-teaching hospitals, 
district hospitals, decentralised hospitals, subdivisional 
hospitals and State general hospitals) in Kolkata 


Metropolitan Area as well as in other districts”. 


Patients from low income group families (income less 
than Rs 2000 per month), investigations in emergencies, 
and services under national health programmes are 
exempted from user charges. Exemption has also been 
extended to employees of Government of West Bengal 
and their families, State Government pensioners and 
their families, freedom fighters, ministers, MLAs, MPs 
and their family members, medical students including 
PG trainees, internees, stipendiary house staff, trainee 
nurses and prisoners subject to production of requisite 
certificate. 


Thirty percent of the beds in all indoor patient 
departments of all hospitals mentioned above are 
earmarked as paying beds. Patients attending outpatient 
department (OPD) are charged Rs2/- for OPD ticket 
in these hospitals. 


Retention of user charges at all facilities has been 
allowed. Out of the total user charges.collected by a 
facility, 40% is allowed to be retained by the facility 
and remaining 60% is deposited in the corpus fund of 
District Health &Family Welfare Samiti (DH&FWS). 
DH&FWS allocates the corpus fund to different Rogi 
Kalyan Samitis, who spend the same on localised need 
based requirements*!. 
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(D) Introduction of payclinics in government 


hospitals 


There has been a persistent public demand in the State 
for introduction of pay-clinics in government hospitals 
so that the expert services can be availed in a better 
manner without resorting to private sector. Also, it was _ 
felt that the existing infrastructure facilities needed to 


be better utilised in a sustainable manner. 


Pay-clinics were first introduced in Kolkata and later 
extended throughout the State in 2001°*. Afternoon 


pay-clinics have been introduced in the state general 


‘hospitals, district hospitals, sub-divisional hospitals and 


government teaching hospitals on all working days 
(except Sunday and other notified closure days). 
Patients avail services in payclinics by prior appointment 
and payment of OPD and other service charges. Rate 
chart prescribing charges for OPD consultation and 


other services has been prepared by the government. 


All general duty medical officers and specialists are 
deployed in the pay clinics by rotation. A separate duty 
roaster is prepared taking care not to overlap the duty 
in pay clinic with the general OPD/OT duty of a doctor. 
In-door admissions and usage of operation theaters 
for patients of pay clinics is arranged in a manner so as 
to not affect the interests of patients admitted through 
normal channel. | 


The charges collected in the pay-clinic are deposited 
under a separate head of account. Under the revenue 
sharing arrangement for collection on all items except 
consultancy, 60% is paid back to health service 


*° Memorandum No.HF/O/MS/121/W-10/2001 dt. 18 March 2002 
31 G.O.No.HFW/NRHM/10/05/06 dated 13% February, 2006 

*> Memorandum No. HF/O/MS/558/W-10/2001 dated 29th 
November 2001. 
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providers (medical officers, paramedical staff and 
ancillary staff) and the rest 40% is allocated to the 
concerned hospital by way of augmenting budget 
provision. In case of consultation charges, providers 
are paid 75% share of revenue collected. 


(F) Health insurance 


It has been decided to formulate health insurance 
schemes for targeted populsation. Landless agricultural 
labourers have been identified as the first entry point. A 
scheme is being designed for them, which will be piloted 
in Burdwan District; and later rolled out throughout the 
State with necessary modifications. State level inter- 
departmental Task Force Meeting was held in 
November, 2005, facilitated by GTZ. This was 
followed by a National Consultation Workshop to 
sensitise various stakeholders. The scheme design is 
being facilitated by GTZ and experts from World Bank 


are also providing technical inputs. 


Studies in the areas of need and demand analysis, facility 
mapping, costing of services, marketing system, 
servicing system, management system and designing of 
the product have been commissioned to provide inputs 


into health insurance scheme. 


(G) Voucher Scheme for safe delivery 


Initiative is underway in association with KfW to design 
voucher schemes for safe deliveries. The scheme is in 


its initial phase of implementation. 


Additionally, voucher scheme for NGO managed 
ambulances is also being designed. The draft scheme 


is under examination by the Department. 
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(IV) Reforms related to human resources 


The Health Sector Strategy of the State categorically 
states that the achievement of strategic objectives set 
by the Department of Health and Family Welfare largely 
depends on the performance and management of its 
human resources. Hence the DH&FW has undertaken 
reform measures to develop its human resources while 
acknowledging that this is an enormous task involving 
time and planning. Weaknesses identified in the present 
human resource system included absenteeism, poor 
transfer policy, lack of performance based incentives, 
poor coordination and quality of training, weak systems 
to tackle performance, inadequate supervision, difficulty 
of recruiting and retaining staff in remote posts, absence 
of staff with critical skills in key facilities (e.g. 
anaesthetists) and the lack of systems for lateral 
induction to key posts amongst others. 


Some of the initiatives undertaken in the area of human 
resources are described below: 


(A) Personnel management information database 


The human resource pool is large consisting of more 
than 120000 health workers in the system’. In order 
to help develop a data-base of such huge work force, 
DH&FW has undertaken work to develop digitalised 
health personnel data base of secondary and tertiary 
level health institutions. The objective of this database 
is to help health administrators track postings, vacancies 
and duration of tenure of health personnel which in turn 
feeds into transfer policy and appropriate staff 
deployment based on need and availability. Important 


3 Department of Health and Family Welfare, Government of West 
Bengal Health Strategy Document 2: Background and Rationale for 


the Priorities in the Health Strategy from http://www.wbhealth.gov.in 
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feature of this database is that it is being made tamper 


proof and ensures confidentiality. 
(B) Rational transfer policy 


One of the problems facing the health sector is the 
uneven distribution of skilled personnel in rural and urban 
areas, unwillingness on part of health personnel to join 
postings in remote areas leading to vacant posts, long 
leave/absence from work and political pressure for 
transfer. The current transfer policy of doctors is based 
on (a) difficulty of the area of the posting (b) vacancies 
and requirements (c) qualifications and specialisations 


(d) tenure of posting and (e) level of health facility. 


To overcome this challenge, DH&FW has adopted a 
Rational Transfer Policy** under which the state has been 
categorised into three zones according to their 
remoteness or difficulty of working conditions* All 
health staff is posted by rotation in each of the three 
zones to ensure adequate staff availability at all times in 
the most difficult zones. These guidelines aim to bring 
in transparency in transfer and posting of medical 
officers. Similarly another memorandum” was issued 
laying guidelines in the matter of posting and transfer of 
all group‘B’, ‘C’ & ‘D’ employees employed in offices 
subordinate to the Department. | 


(C) Organisational review of DHFW at State level 


With the objective of right-sizing and re-focusing the 
Department, the State government decided to 
undertake an organisational review of the various wings 
of the Department. The administrative reform plan in 
the Department is supported by European Commission 
under the Sector Investment Programme. Terms of 
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reference to undertake an organisational review and 
recommendations for organisational development of the 
entire department have been prepared and the process 


in underway. 


Separate review and restructuring for licensing and 
controlling activities of Directorate of Drug Control; 
public private partnerships & accreditation of clinical 
establishments is planned. Terms of reference for these 


activities have also been prepared. 


The restructuring of Directorate of Drug Control is 
aimed at developing a dynamic and efficient unit capable 
of responding to the challenges posed by the menace 
of spurious and sub-standard drugs and ensuring 
production and sale of safe drugs of standard quality at 


affordable prices. 


Organisational review is in progress for primary and 
secondary level health care systems. Major part of the 
task has been completed and final report is under 
preparation. Restructuring and reorganisation of public _ 
private partnership branch, administration of Clinical 
Establishment Act and functioning of nursing wing of 
the Health Directorate is also being undertaken. 


(D) Strengthening of State Institute for Health and 
Family Welfare 


* Department of Health and Family Welfare, Government of West 
Bengal, “Health Strategy Document 2: Background and Rationale 
for the Priorities in the Health Strategy” from http:// 
www.wbhealth.gov.in , site last accessed on April 19" 2006 

** Memorandum No. Health /MA/39-53/MES/JS-118/2001 dated 
26th November 200land http://www.wbgov.com/E-gov/English/ 
Departments/DeptDetails.asp?DPId=90&LinkId=8&Type=1, site 
last accessed on April 19" 2006 

**Memorandum No. HF/MA/326/HAD/12M-55/2001 dated 28th 
February 2002 and 
http://www.wbgov.com/E-gov/English/Departments/ 


DeptDetails.asp?DPId=90&LinkId=8&Type=1, site last accessed 
on April 19" 2006 
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In order to strengthen managerial capacity, the 
DH&FW has developed State Institute for Health and 
Family Welfare as the Apex Institution for training of 
paramedical staff, in-service training of medical staff in 
public health management and operation research in 
the state*’. 


(V) Reforms related to quality of care 


(A) Establishment of quality assurance 
programme in secondary and tertiary 
hospitals 


Establishment of a HMIS system together with evidence 
from patient/customer satisfaction surveys has 
contributed to development of indicators to assess the 
quality of service delivery. To grade the hospitals, 12 
quality indicators have been selected, later extended 
to 14°, and each hospital has been graded between A 
+ to Eaccording to its performance on the selected 14 
quality indicators. This has created a positive peer 
pressure and increased awareness among service 
providers. Measuring performance and creating a 
healthy competition among hospitals based on mutually 
agreed benchmarks has provided an incentive to 


improve performance. 
(B) Development of service quality index 


The Department of Health and Family Welfare has 
decided to develop a service quality index, which can 
be used for conducting patient satisfaction surveys. 
Dialogue to initiate this work has begun with Public 
Affairs Foundation, Bangalore and also other options 


are being explored. 


"GoWB (2005) Response to Questionnaire Health Sector Reforms 
from MOHFW/Gol 
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(C) Accreditation and regulation systems for 
quality assurance 


The State Government has in place an Act (Clinical 
Establishment Act, 1951) to regulate the quality of health 
services provided by different public and private sector 
health institutions. This Act has been modified in recent 
times (in 2002 & 2003) to meet the current needs. 
Increasing partnerships with private agencies for service 
provision in public health institutions and independently 
has necessitated the need for regulation of private health 
sector as well as monitoring the partnership ventures 
to deliver the desired outcomes. But it was felt the 
manpower at the state as well as district level is not 
adequately equipped to fully implement the provisions 
of the Act. 


With the dual objective of strengthening capacities and 
organisational set up for effective scrutiny of 
partnerships with private agencies and for accreditation 
of diagnostic and therapeutic facilities, the government 
has decided to undertake an organisational review and 
diagnosis exercise. This exercise is intended to facilitate 
operationalisation of public private partnerships as well 
as accreditation systems and is planned to be carried 


out both at the state and district levels. 


Efforts are underway to prepare implementation 
strategy for accreditation systems and dialogue with 
various organisations like GTZ, Quality Council of 
India, WHO and ECTA has been initiated. Consultative 
meetings too have taken place to take this process 
ahead. 


ee ee SE RE Se an 
38 These include: emergency admission rate, use and content of 
display board at entrance, bed turn-over rate, filling of Bed Head 
Tickets, referred patients (in and out), new-born death rate, 
segregation of waste, number of major and minor surgeries, testing 
of drinking water quality, cleanliness of hospital, doctor’s attention 
to patients’ queries. 
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CONCLUSION REMARKS 


Documentation of experiences in health sector reforms 
has shown that States have devised innovative methods 
to respond to changes in health systems. Reform 
initiatives have essentially been directed towards 
improving efficiency of the health care delivery system 
and the health status of the population. At the same 
time, these have also been a result of the need to address 
resource crunches in the system. The extent of reforms 
varies between the States, with each State responding 
to its individual needs. However, the underlying aims 


and approaches are common to all. 


Reform initiatives in health sector by the States have 
been in the areas of (a) financing methods (b) health 
delivery systems including decentralisation, public 
private partnerships, contractual arrangements (c) re- 
organisation and re-structuring of existing health care 
system (d) human resource management (e) health 
information management system-(f) community 
participation in health service delivery and provision 
and (g) quality of health care. 


In the reform process, changes in financing mechanisms 
were introduced by States to augment resource 
generation for health care delivery system. User charges 
for services have been introduced in health institutions 
across States (e.g., Haryana, West Bengal, Kerala). 
With formation of Hospital Development Committees/ 
Rogi Kalyan Samitis, these bodies have been allowed 
to retain the user fee collected at the facility level and 
utilise the same for improving service delivery. To further 


supplement the resources, these bodies have also been 


entitled to accept donations, contributions and grant- 
in-aid from individuals and institutions. Pay wards 
(e.g., West Bengal, Tamil Nadu) and pay clinics (West 
Bengal) have also been set up by which patients are 
able to avail better quality services in public health 
institutions. In India, household out of pocket 
expenditure on health is the major financing source for 
health. The contribution of households is as high as 


about 70% of the total health expenditure. In this 


scenario, health insurance is seen as one of the options 
to meet expenses on healthcare. Recognising this, States 
like Goa and West Bengal have started health insurance 
schemes. In addition, voucher scheme for delivery has 
also been designed and implemented in West Bengal 
with the objective of enabling pregnant women to 
undergo safe childbirth. 


Decentralisation is a recurring initiative across States 
as part of 73™ Amendment of Constitution devolving 
powers to panchayati raj institutions as well as under 
NRHM. States like West Bengal and Kerala have 
widely devolved health sector programmes to the local 
bodies. Control of health institutions has been to 
transferred to local self government bodies (e.g., 
Kerala, Haryana) while planning, implementing and 
monitoring of health programmes is carried out through 
integrated health and family welfare samitis at block, 
district and state level (West Bengal). In Kerala, one- 
third of the Plan funds are transferred to the local self 
government institutions and 90% of these funds are 
given in untied form with broad policy framework for 
utilisation of funds. Participatory local level planning is 
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followed in this system wherein local needs are identified 
and translated into projects and funds utilised to 
implement the projects. It is recognised that capacity 
building of PRI members is essential for effective 
decentralisation. Hence a number of training 
programmes on decentralised planning methods for PRI 
members have been undertaken by State government. 


Under the National Rural Health Mission, amalgamated 
health and family welfare societies have been formed 
in all States at state, district and block level to plan, 
implement and monitor health programmes. Further, 
the planning process has been transformed to a bottom- 
up approach from village plans to block plans to district 
plans, which are consolidated to form state health plans. 


The private sector is emerging as the major provider of 
health care in India. It has been recognised that 
partnerships need to be built with this sector to increase 
the accessibility of health care services. Initiatives in 
public private partnerships are numerous and range 
from handing over of management of health facilities 
and ambulance services to NGOs (UHCs have been 
handed over to NGOs in Andhra Pradesh, ambulance 
services have been managed by NGOs in Andhra 
Pradesh, Tamil Nadu, West Bengal) to provision of 
diagnostic services in public hospitals by private 
agencies (e.g., Haryana, West Bengal). An innovative 
scheme, ‘vikalp’ is being implemented in Haryana 
wherein private practitioners are engaged in providing 
primary health care services in urban and rural areas 
for an annual capitation fee paid by the government. 
To systematise the sporadic partnership initiatives, the 
governments of Haryana and West Bengal have also 


formulated policies for public private partnerships. 
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Contracting out support services like diet, laundry, 
sanitation and security has also involved private sector 
in service provision. In Tamil Nadu, sanitary and 
scavenging services have been contracted out to 
workers’ groups while private agencies have been 
selected for carrying out laundry services and providing 
diet in hospitals in West Bengal. In Haryana, hospital 
societies have been contracting out support services in 
health institutions. 


Human resources in health sector have been a focus of 
reform process in States. Initiatives in this area have 
been directed towards better human resource 
management and improving service delivery especially 
in rural areas. Recognising that the current medical 
curricula is limited in preparing doctors for public health 
management, doctors in Haryana and Chhattisgarh are 
being trained in management skills. Further, to optimise 
the utilisation of available manpower separate specialist 
cadre has been created in Haryana and Kerala, multi- 
skilling of general MBBS doctors in anaesthesia and 
emergency obstetrics has been undertaken in 
Chhattisgarh and is planned in Andhra Pradesh and 
mainstreaming of AY USH practitioners has been done 
in Haryana and Chhattisgarh. Integration of AYUSH 
practitioners is a key strategy under NRHM to improve 
the availability of doctors in health institutions. 


In order to ensure availability of doctors in rural and 
difficult areas, states have adopted varied approaches 
like compulsory rural posting (e.g., Chhattisgarh, 
Kerala, Nagaland), incentives for rural posting (e.g., 
Tamil Nadu) and rational transfer policy by use of 
personnel management information database (e.g., West 
Bengal). To meet the shortage of manpower in public 


health system, States have been engaged in recruiting 


me 
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doctors and nurses on contractual basis. Services of 
specialist doctors especially gynaecologists & 
obstetricians and anaesthetists have been sought on 
contractual basis in First Referral Units and Community 
Health Centres to provide emergency obstetric and 


neonatal care services. 


Transfer of personnel is one of key issues in human 


resource management. To streamline the transfer of 


- medical and paramedical personnel, the government 
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of Tamil Nadu has adopted a novel strategy wherein 
transfers are affected through a system of counseling 
of candidates who have applied for transfer against the 


advertised post. 


To address the training needs of health staff, 
comprehensive Human Resource Training Policy has 
been put in place in states like Kerala and Chhattisgarh. 
Further, in keeping with the changing health needs of 
the population, Government of Kerala has undertaken 
an exercise to redefine the job responsibilities of health 


personnel. 


Re-organisation and re-structuring of existing health 
system has meant changes in procurement and logistics 
of supply of drugs, consumables and equipment, 
strengthening of service delivery, fixing of service norms 
and standardisation for health institutions, re-location 
of sub centres & PHCs and formation of separate 
administrative unit for secondary care institutions 
amongst others. A pioneering system of centralised drug 
procurement and supply has been established in Tamil 
Nadu making available quality drugs at a reduced cost, 
which has also been replicated in other states. Ina move 
to separate curative and primary health care services, 
the Government of Andhra Pradesh has created 
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APVVP which exclusively looks after the secondary 
care health institutions in the State. A separate 
corporation has also been created in the State to build 
and repair health institutions buildings and staff quarters. 
Some of the measures taken to strengthen service 
delivery are converting PHCs into 24-hour MCH 
centres, setting up CEmONC centres (e.g.,Andhra 
Pradesh & Tamil Nadu), initiating birth companion 
programme (Tamil Nadu), using GIS to locate sub 
centres and PHCs (Chhatisgarh) and strengthening of 
BPHCs, PHCs in providing in-patient services (West 
Bengal). 


Towards improving quality of health care in public health 


institutions, various initiatives like performance rating 
of institutions (Andhra Pradesh), quality assurance 
programmes in hospitals and service quality index (West 
Bengal) and developing standard treatment guidelines 
and drug formulary (Chhattisgarh) have been undertaken. 


Initiatives for involving community in service delivery 


have taken forms of Mitanin programme in 


Chhattisgarh, Communisation programme in Nagaland, 
Women Health Volunteer Scheme in Andhra Pradesh, 
Women Group Leader Programme in Haryana and 
participation of adolescent girls in RCH service delivery 
in Tamil Nadu. Mitanin programme akin to ASHA 
under NRHM has been one of the first reform initiatives 
in Chhattisgarh which targeted community participation 
for better service delivery and linkages with the health 
institutions. The programme evolved as a means to 
develop community based approach for increasing the 
level of health awareness and enhancing utilisation of 
health services. A cadre of women health volunteers 
known as Mitanin was created in every village. The 
Mitanins are trained in basic health education, treatment 
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of minor illnesses and do timely referrals; they are at 
the centre of health activities in the village and interact 
with community, elected representatives of Gram 
Panchayat & Gram Sabha as well as the health 
functionaries like ANM and AWW. Initiatives in 
Haryana, Andhra Pradesh and Tamil Nadu involve 
participation of women/adolescent girls to enhance 
awareness and service utilisation among the community 
especially women and young girls. 


A different form of community participation in health 
service delivery is the Communitisation programme in 
Nagaland. Under this programme, basic health and 
educational institutions have been handed over to the 
community for management and adequate powers have 
been accorded to them through legislation. The 
communities took upon the responsibility of managing 
health institutions and have been engaged in the upkeep 
of the institutions, arranging health awareness 
campaigns and medical camps amongst others. The 
health department plays the role of facilitator and guide 
as well as provides financial and technical support to 
carry out these activities. The programme has been able 
to enhance the attendance of staff at health institutions 


as well as utilisation of services by community. 


Review and documentation of reform initiatives has 
shown that introducing change and experimenting with 
newer schemes involves participation of a number of 
stakeholders and an evolved consensus opinion among 
them. For this, information on review and analysis of 
the reform process is deemed essential. Dissemination 
and sharing of information on experiences amongst the 
States as well as the Central government will also enable 


learning, replication of best practices, informed policy 
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decisions and provide more support for the reform 
process. 


Capacity building for designing and implementing reform 
ideas is recognised as being crucial for success of the 
process. Institutional capacities of States as well as other 
stakeholders like panchayati raj bodies needs to be 
strengthened to undertake the reform process while 
addressing concerns of accessibility, affordability, equity 
and quality of health care. 


Realising the need for further work in this area, the 
Ministry is committed to continue its work and 
undertake activities in capacity building, as well as, in 
health financing, improving quality of health care and 
consensus building by way of consultations with various 
stake holders in the area. The Ministry would also 
continue its activities to disseminate information in these 
areas. 


Documentation is a step forward in enhancing our 
understanding of health sector reforms and their impact 
on the system and community. It is hoped that this 
document would be used to stimulate debate and action 
in health sector reforms amongst policy makers, 
programme managers, implementing agencies and other 
stakeholders. 
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